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EXTRAUTERINE PREGNANCY.* 


By Herman E. Pearse, M. D., Kansas City, Mo. 
Surgeon to St. Luke’s Hospital; Consulting Surgeon to the Wom- 
an’s Hospital, and Professor of Abdominal Surgery, 
Coilege of Physicians and Surgeons. 


Theoretically, and practically, a woman is pregnant when 
the fertilized ovum is arrested in its downward course and there 
begins development. When such arrest and development occurs 


“at any point between the Graafian follicle and the uterine cavity” | 


(Kelly) the condition is called ectopic or extra-uterine pregnancy. 
PATHOLOGY. 


All extra-uterine pregnancies can be accounted for upon 
Tait’s theory that all pregnancies occur primarily in the Fallop- 
ian tube. If at the uterine end they may be in the uterine sub- 
stance and called interstitial; if at the fimbriated end they may be 
called ovarian. True ovarian pregnancy is possible, but not 
proven and not accepted by the majority of surgeons. Abdom- 
inal pregnancy direct has occurred in cases of hysterectomy 
where the ovary has been left and the uterine cervix communi- 
cated with the abdominal cavity. 

Ectopic pregnancy occurs most often in women who have 
partially occluded or adherent tubes; who have suffered from 
abortions; who have had pelvic inflammation; who have been 
a long while married and sterile; who have a history of men- 
strual pain or irregularity due to inflammatory causes; who 
have had gonorrhea; in a word who have had the integrity of the 
reproductive apparatus marred by disease. 

It is unknown whether the ovum is impregnated at the ovary 
in all cases and lodges at some convenient point (in the tube, 
causing tubal or ectopic pregnancy—in the uterus causing normal 
pregnancy), or whether the ovum is always implanted at the 
point where impregnation takes place. 

When tubal pregnancy is establisht the tube at once enlarges 
from increast vascularity and from pressure from within. Its 
walls do not increase as the walls of the uterus do, from new 
tissue proliferation; hence the tube must eventually rupture, as 
the time must come when the tube can no longer contain the 
growing embryo. The break occurs anywhere from four weeks 
to four months. 

When rupture occurs the fetal mass may escape with the 
fluid and blood or may be found in the tube or plugging the 
orifice. If the tube does not burst (on account of the fetal mass 
being at the fimbria or near it), what is known as a tubal abor- 
tion occurs, i. e., the mass is extruded from the lacerated and 
bleeding extremity of the tube. Bleeding is very free in such 
cases, often fatal. 

The small size of the fetus will make it plain that it might 
be easily overlookt in the blood-clot, especially if it escaped early 
and the abdomen was full of clotted blood. Should the fetus die 
at the time of rupture (which is not always the case), the trouble 
ends by death of the mother from hemorrhage or a following 
peritonitis, or, if the hemorrhage stops spontaneously, by absorp- 
tion of the clot and the recovery of the patient. If, however, the 
fetus lives and is in the abdomen, a second gestation sac is 
formed about it by the matting together of structures adjacent, 
bowel, mesentery, omentum, uterus, bladder and abdominal wall. 
If the fetus is extra-peritoneal (intraligamentous rupture) the 
peritoneum is widely dissected, oftentimes denuding the entire 
surface of the pelvic viscera. 

One rupture after another occurs in the succeeding months, 
as the fetus becomes too large for its sac, at each of which more 
or less hemorrhage and pain occurs. The fetus may die at any 
of these ruptures. The patient may lose her life from hemor- 
rhage at any of them. There is week after week of pain with 
slight temperature increasing during these periods, until at last 
if both mother and child survive until full term, a spurious labor 
sets up, the child dies and if well surrounded it mummifies and 
remains as any other abdominal tumor, or is gradually disor- 
ganized and absorbed, or is thrown off. 


*Read before the Kansas City Academy of Medicine, Feb. 6, 1904. 


CLINICAL SYMPTOMS. 


There are the usual indications of pregnancy. The patient 
may have morning sickness, increase of size, abnormal appetite, 
softening and enlargement of the uterus, formation of decidual 
membrane and a symptom-complex that she recognizes as a prob- 
able pregnancy. She “misses” a month or maybe two, and she 
then has a hemorrhage from the uterus that contains shreds and 


‘| pieces of membrane. This hemorrhage is usually from five to 


eight weeks after impregnation; it may be three weeks or be- 
fore the regular date and it may never occur; but the above is 
the rule. 

Examination shows a tumor at the right or left of the uterus 
or behind, and a uterus that is enlarged. If left alone the woman 
goes on to the time of primary rupture spoken of previously. 
She is about her duties at home, or asleep, or on the street, when 
the sharp, cutting pain causes her to cry out and seek a place 
of rest or retreat; she becomes nauseated, often vomits, some- 
times faints, her face is pallid from the dual impress of shock 
and hemorrhage. She presents the picture of shock plus pain 
and concealed hemorrhage. The remainder of the clinical pic- 
ture is really inferred from the description of the pathology. The 
slow recovery, the relapses, the peritonitis, the final death or re- 
covery after a wearisome season render the picture dismal 
enough. 

After this primary rupture as the fetus continues to grow it 
pushes the walls of its sac wider and wider. There are recurrent 
attacks of cramping, pain and collapse more or less severe. The 
patient shows an elevated temperature and much abdominal pain. 
At any one of these attacks, the fetus may die and become mum- 
mified or becomes infected and forms an abscess. Should it at- 
tain full term, a false labor comes on and the woman suffers the 
pains of spurious labor. The fetus dies and becomes mummified 
or is absorbed or forms an abscess. 

Such cases are often heard of by traditions which are handed 
down in rural communities from one generation to another. 
They detail the passing of bones and fetal remains per rectum 
or from abscess opening upon the ventral surface of the abdomen 
or even into the bladder. 

Hemorrhage.—If the primary rupture is into the free peri- 
toneal cavity, death is apt to occur as a consequence of hemor- 
rhage. If into the broad ligament (i. e. extra-peritoneal) the 
pressure of the walls of the cavity will stop the bleeding, form- 
ing the so-called pelvic hematocele or hematoma. The hemor- 
rhage of subsequent ruptures is always more or less severe, and 
the cul-de-sac of Douglas is often boggy from the blood-clot. The 
primary rupture may come at any time, and at any part of the 
tube. Kelly* reports that “In a case of my own, of right isthmial 
pregnancy, the patient had never misst a menstrual period when 
she was suddenly taken with violent pains interpreted as colic 
from indigestion, and bled to death in two days from a little mass 
no larger than a bean about 1 by 2 centimeters in size, ruptured 
on the dorsal surface.” In the second case reported in this paper 
the woman bled to death into her abdomen in a few hours’ time. 


DIAGNOSIS. 


Early.—A soft, boggy tumor beside the uterus, may be found 
by vaginal examination. The uterus is soft, like a pregnant one. 
The anterior vaginal wall is discolored bluish as in normal preg- 
nancy. The woman has a history of pelvic inflammatory distur- 
bances. The woman has had a hemorrhage with passage of 
ae or membrane and clots, soon after “missing” once or 
twice. 

Later.—The woman has cutting pain in the lower abdomen, 
followed by symptoms of concealed hemorrhage and shock. The 
woman enlarges and shows temperature of 9914° to 101° or even 
102°. The attacks of pain are repeated at intervals; so are the 
spells of flowing from the uterus. If the uterus be seized by a 
tenaculum and drawn well down—then releast and then drawn 
down again the pregnancy beside it will be felt by the fingers in 
the rectum to remain more stationery. It will be apparent that 
the uterus and the tumor are not one. 

Proof.—If a uterus, soft, with tumor beside it, yields deci- 
dual membrane, the case is one of ectopic pregnancy absolutely. 


*Operative Gynecology, page 148. 
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Complications.—A uterine pregnancy may exist with an ab- 
dominal pregnancy. A twin tubal pregnancy may exist in one 
tube or one in each tube. If the pregnancy occur in an inflamed 
tube the products of inflammation enter the peritoneal cavity with 
the contents of the tube; fatal peritonitis follows. 


MORTALITY. 


The mortality of cases left to nature is high. Nearly three- 
fourths of all cases left alone die. Operative measures early are 
almost always successful; always so before primary rupture. 
No one has a right even to hesitate in the face of such facts. 
Perry* reports the record of five hundred cases that were undis- 
turbed in their course, that he has collected with the following 
classification: 


Died of obstruction of intestine............ 8 
Died of unknown 
Cases operated upon are classt in five classes and the mor- 
tality varies directly as to the class. 


Class |.—Before the first or primary rupture, i. e., the opera- 
tion of election. This is within the period extending from the 
occurrance of pregnancy as far as the sixth to twelfth week, at 
which time the tube bursts from pressure within or the ovum 
aborts at the fimbria. The mortality from operation at this time 
is almost nil. The operation is simple. It is only a one-side 
oophorectomy. 


Class Il.—This period covers the operations performed for 
rupture and may extend up to the fourth month, and is markt by 
the event of internal hemorrhage. The mortality is 20 to 30 per 
cent. 


Class I11.—Operations undertaken during the time the fetus 
is alive and out of the tube, from the fourth month to term. 
Operation is dangerous and ill-advised at this period, and is only 
done when the putient’s condition absolutely demands it. Opera- 
tion is attended with death-rate. 

Class 1V.—Operations for rupture at term when false labor 


occurs. This is also a dangerous period with very high death- 
rate. 


*Grieg Smith Abdominal Surgery, Vol. I, page 433. 
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Class V.—Operation for a dead or decomposed fetus is a 
safer and much more desirable period than the last two. The 
technic of each of these operations is sharply defined, and differs 
from each one of the other four, and should be described in detail 
in separate lectures. 


CASES. 


The three cases here reported occurred as follows: 

The first case was in the second period. Operation was oer- 
formed for primary rupture and internal hemorrhage, and con- 
sisted of removal of affected tube and ovary, with fetal sac, which 
was unruptured and would have gone on causing trouble for 
many months had the woman survived and the operation not 
been done. The patient recovered. 

The patient was married and had three children; youngest 
was six years old. She had had an abortion with infection some 
two years previously. She had dysmenorrhea and pelvic soreness 


since. She had misst one period and believed herself six weeks 
to eight weeks pregnant. She had all the usual signs of such con- 
dition. On Thursday evening, while getting supper, was attackt 


by a uterine flow and soon after by a severe cutting abdominal 
pain.» She reacht the bed and soon was in collapse. She vom- 
ited; the face was palild; the breath was ofa sighing, gasping 
character. She complained continually of abdominal pain; the 
abdomen was tender to the touch, very much so; the pulse was 


Fig.1 


140 and weak; the temperature 97°. There was a soft cervix 
and = tender tumor to the left. Her physician was Dr. H. W. 
Maloney of Kansas City, the physician of St. Luke’s hospital, who 
fortunately recognized the condition and called surgical assist- 
ance at once. She was in very poor surroundings and her con- 
dition by the time I saw her was slowly improving. It was then 
nearly midnight and it was decided to await daylight and employ 
opium and stimulants meanwhile. At daylight she was moved 
in an ambulance to St. Luke’s Hospital and after a short rest 
and preparation, operation was done. 

The pulse had fallen to 90 and was good, the patient’s gen- 
eral condition was somewhat improved. Dr. Anderson gave the 
anesthetic (which was ether), and Dr. B. H. Wheeler assisted 
me. Upon opening the abdomen it was found full of dark blood; 
without waiting to remove it, I sought and found the uterine fun-, 
dus, plunging my hands into the clots. The right tube was swift- 
ly felt over and found normal. The left, however, was large and 
soft and ragged. It was quickly brought out; a clamp was at- 
tacht to the ovarian side and another to the uterine side; a liga- 
ture was passt behind each and the mass quickly tied off and 
removed within five minutes after opening the abdomen. The 
clots were now carefully removed and the abdomen wiped clean 
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' of blood. The stump being found dry, the abdomen was closed | brought to me by her husband, a physician, who stated she was 
and the patient removed from the table. pregnant (about three months pregnant, perhaps not so much), 

As soon as the anesthetic was well under way a liter of ster- | but was coming unwell—often flooding severely—and they feared 
ile normal salt solution was made (using the Parke, Davis &| abortion would occur. She had had several attacks of cramping 
Co. tablets, which are accurate and reliable), and this was intro-| pains. Examination showed in breasts, vagina and uterus posi- 
duced into the patient’s circulation as the operation progresst.| tive signs of pregnancy. There was a boggy tumor filling almost 
Upon placing her in bed oxygen by inhalation was given and 'the entire pelvis. I told her she was a victim of ectopic gesta- 


Fig. 2 
normal salt enemata ordered every five hours. She made a quick | tion, and must enter the hospital at once for operation. She de- 
and uneventful recovery. murred, saying she would consult her people. A few days later 


The second case was in the close of the second or the be-|she called in another physician who stated she was suffering 
ginning of the third period. This specimen was obtained by the | from miscarriage. That night she was again taken with cramps 
coroner post-mortem and given to me, as I had diagnosed the | and died before help could reach her. Post-mortem examination 


Fig. 3 
case some weeks before and was urging operation, which was}showed a ruptured tubal pregnancy, with the abdomen full of 
declined by the patient. She died of acute hemorrhage, con-| blood. 
cealed, of course. The third case was in the third term—the most deadly and 
This patient was a primipara, married but a few months. | dangerous one—about the fifth month. 
She had a history of menstrual pain and irregularity. She was She entered the hospital in collapse with a history of six 
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weeks in bed with abdominal pain and fever. She had repeated 
cramps; had had one fainting spell, when she almost died, at the 
beginning of the attack; a large tumor filled the lower abdomen 
and pelvis. She said her physician had curetted her several 
times, saying she had aborted and the afterbirth had not come 
away. The tumor was supposed to be a ruptured tubal abscess, 
as there was a foul uterine discharge and her chart showed 
temperature of 102%°. A vaginal puncture was made when not 
pus, but dark blood was encountered. The diagnosis of extra- 
uterine pregnancy was at once confirmed, but we had not the 
patient’s consent for abdominal section. She was allowed to 
come from under the anesthetic and section was made the fol- 
lowing morning after careful preparation. There was much loose 
blood and fluid in the abdomen. The gestation sac consisted of 
intestines above and in front of the sacrum behind the colon to 
right and left, and the uterus and bladder below. The placenta 
(what there was of it) was attacht to the uterus and bladder, 
and to a few loops of intestines. All was removed, and bleeding 
checkt after much trouble. She rallied well, but the bowels 
never moved, and vomiting was severe. On the third day, as the 
patient was sinking, the abdomen was again opened and the ad- 
herent intestines separated. A section was dark and almost gan- 
grenous. Her condition was too critical to allow resection, so an 
artificial fistula was establisht in hope the intestines might empty 
and the vomiting cease. She sank steadily, however, and died 
the fourth day. 


THE PRESENT ASPECT OF AMPUTATIONS OR DISARTICU- 
LATIONS OF THE FOOT. 


By Thomas H. Manley, M. D., Ph. D., New York City. 
Professor of Surgery in the New York School of Clinical Medicine 


Recent advances in the science and art of surgery have revo- 
lutionized our conception of those conditions calling for the com- 
plete severance of a limb, or any part of it, in consequence of 
either disease or accident. An amputation has very properly 
been, in the past, regarded as an “opprobrium of surgery;” at the 
present, any premature resort to it is, until all our resources 
have been exhausted to preserve a member, little less than a 
crime. We well remember in our student days the mad rush for 
the operating room when “an amputation” was on the program. 
In open fractures many a limb was cleft from the body before 
any possible chance for reaction in the tissues was permitted 
or one was certain that the mangled parts were beyond hope of 
resuscitation. Much time was spent in defining and outlining the 
“keys” to the articulation, and loud was the “clap” from the 
benches when, with a long, flashing blade, the surgeon, by a few 
deft sweeps, severed the limb from the body! And it went hard 
with the student up for his final in surgery who was not familiar 
with the disarticulations; in foot amputations particularly. 
We then had the “primary, the intermediate and the sec- 
ondary amputations;’” today we have what is better than all— 
no amputation at all after traumatisms until we are assured 
beyond any possible doubt that the parts to be severed are totally 
dead, till they are mortified and decomposition Las begun. 
We should disabuse our minds of the common impression 
that an amputation calls for high surgical art, for it does not. 
No surgeon lives, or ever did, who can give an assurance that 
a flap will not slough, that bulbar hyperplasia of a nerve trunk 
will not follow, or necrosis of the denuded bone-shaft result. Nay! 
any tyro may amputate a limb secundum artem, but real skill 
and good judgment are always called for to preserve it. 
One is astonisht to note that some of our best known writers 
still encumber the pages of their text-books with elaborate illus- 
trations of several amputations which in pre-anesthetic and pre- 
aseptic time might be justified, but today, except for their his- 
toric interest, have no possible excuse for their existence in sur- 
gical literature. This is most palpably and notoriously true of 
amputations of the foot or parts of it. This becomes obvious at 
once if we will recall the fundamental principles which should 
— us here, viz., to preserve every possible portion of living 
ssue. 
By an intelligent resort to exsection, resection, the utiliza- 
tion of a crusht woe (stript of its phalanges and tendons) for a 
flap, the mutilating, destructive tarsometatarsal disarticulation 
(like that of Lisfranc, for example), may be dispenst with. Pa- 
tient, persevering effort in crushes thru the arch will often enable 
us to cast aside the classic Chopart and spare the medio-tarsal 
joint which constitutes the body of the foot, its strength and 
elasticity. 


The whole heel may be crusht off, and yet by the judicious 
employment of osteoplastic surgery a very useful limb may be 
preserved. 

Any amputation of the foot which involves a destruction of 
the ankle-joint must be generally condemned, and hence both the 
Pirogoff and Syme should be relegated to the limbo of oblivion. 

At all hazards and under all circumstances, after crushes in- 
volving the tarsus, or disease spreading into the tarsal bones, a 
determined effort should be made to preserve the ankle-joints. 
In pathological conditions, especially in young adults or growing 
children, there is quite invariably a redundancy of integuous sur- 
faces, the extensive loss of which in traumatisms constitutes one 
of the most formidable difficulties in our way. 

In all this class of pedal disorganization one must invariably 
warn the patient, relative or friends that time—a prolonged 
period of it—is required when conservative lines are followed; 
they may be reminded, also with advantage, that the processes 
of “rapid recovery” after amputation from all local irritation and 
pain are generally a delusion, as but few stumps remain free from 
exquisite sensibility and neuralgia; moreover, the most perfectly 
constructed artificial limb is but a very poor substitute for the 
‘sacrificed limb. - 

In the foot, the loss of any one of its digital appendages is 
of no serious consequence, except the big toe, for the reason 
that no cosmetic defect follows, the parts being hidden by the 
shoe; besides, but little if any impediment in function results. 

A wide latitude is permitted us here in amputations—a lati- 
tude which is wholly without warrant in the fingers or thumb. 

Let us, therefore, in any shape spare every possibie poriion 
of the foot. Its functions are simple as contrasted with the 
hand, viz., to support and carry the body; and by losses of its 
joints, distortion in outline or loss of various segments of it may 
exist and yet little lameness ensue, often so little as to be scarce- 
ly discoverable in locomotion. 


REPORT OF A CASE OF URETERO-CYSTOSTOMY. 


William Cuthbertson, M. D., Chicago, Ill. | 
Lecturer on Gynecology in Northwestern University Medical 
College. 


Mrs, B., twenty-six years of age, was admitted to my service 
at St. Luke’s Hospital on July 1, 1902, with a discharge of urine 
from the vagina. She had had a vaginal hysterectomy and dou- 
ble salpingectomy performed on May 9 previously. As there was 


vaginal fistula, I injected a solution of methylene blue into the 
bladder and closely watcht the fistula, to see if any of the solu- 
tion passt thru. As the urine in the vagina remained perfectly 
clear, vesico-vaginal fistula was excluded. I then requested Dr. 
Philip Kreiss] to pass a ureteral catheter, which he did. He 
found it impossible to pass a catheter into the left ureter beyond 
the opening into the bladder, while on the right side a catheter 
could be inserted up to the kidney. 

From these results a diagnosis was made of injury to the 
left ureter. On July 17 I operated on the patient, assisted by 
Drs. Kreiss] and Watkins, for the purpose of implanting the 
ureter into the bladder, this procedure being planned on account 
of the impossibility of passing a catheter beyond the ureteral 
opening, which indicated that the ureteral injury was near the 
bladder. 

The abdomen was opened in the median line; the intestines 
were well packt off with gauze pads, and the posterior parietal 
peritoneum opened over the usual course of the ureter. Great 
difficulty was experienced in recognizing the tube, on account of | 
its enormously dilated condition and the consequent thinning of 
its walls. It was thought at first to be the iliac vein, until it was 
followed up above the brim of the pelvis and found to lead direct- 
ly to the kidney. After its positive recognition, it was followed 
down and found to enter at the vault of the vagina, into which 


hesions were finally separated, the end of the ureter brought up, 
amputated obliquely and inserted into the opening made in the 
bladder wall at its highest point, a row of catgut stitches to 
hold it in place completing that part of the operation. A reten- 
tion catheter was placed in the bladder and the patient put to 
bed, with a good deal of shock, from which she rallied nicely in 
the course of twenty-four hours. 

From July 17 to September 2 the temperature remained prac- 
tically normal, and the urine was passt freely thru the catheter 
and urethra. On September 2 the patient complained of feeling 
chilly, and the temperature suddenly jumpt to 10434°; pulse, 128; 


respirations, 22. This high temperature continued for two days, 


a question as to whether she had a vesico-vaginal or a uretero- . 


it opened, surrounded by a mass of dense scar tissue. The ad- 
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and then became normal. At this same time the amount of urine 
passt by the urethra began to diminish, and on September 7 urine 
made its escape thru the abdominal wound. On account of the 
depresst condition of the patient, further operation was post- 
poned until she should regain her strength. 

On October 4 the second operation was performed by myself. 
After freeing the ureter and again amputating the end, it was 
found to be considerably shortened. At this operation Cushing’s 
suggestion was adopted, and after making a new opening into 
the bladder a ureteral catheter was passt up into the proximal 
part of the ureter, two long silk sutures were inserted, one thru 
each side of the tube, the catheter and sutures graspt in the 
bite of a forceps, passt thru the opening made in the bladder 
wall at its highest point, and the whole drawn out thru the ure- 
thra. These silk sutures were caught by a fresh pair of forceps, 
put on the stretch, and carried up onto the abdomen, where they 
were fastened by a broad strip of adhesive. They served admir- 
ably in drawing the ureter into the bladder opening and holding 
it there. The ureter was again stitcht to the bladder by catgut 
sutures, and the abdomen closed, a cigarette drain being passt 
down to the anastomosis. 

The patient was put to bed in good condition, and from this 
operation made an uninterrupted recovery. The ureteral catheter 
was left in place for seven days, after which it was withdrawn. 
During its retention it became encrusted with urinary concre- 
tions, which were expelled after its removal. The silk sutures 
were withdrawn at the end of five days. 

The results of this operation go to prove: 

1. The efficiency of silk sutures in holding a shortened ureter 
in the bladder opening, thus doing away with severing the anter- 
ior bladder attachments, in certain selected cases. 

2. The safety and advisability of leaving a ureteral catheter 
in situ in the operation of uretero-cystostomy. 

Since reporting the above a picture was made of the inter- 
ior of the bladder showing plainly the normal ureteral opening, 
as well as the now patulous ureter on the left side, and the scar 
of the first operation. The mucous membrane of the biadder 
shows a remarkable freedom from inflammatory action and the 
patient has good control of her urine. ; 

She has gained in weight and looks well. The amvunt of 
urine secreted by the kidneys varies from fifty-two to sixty-four 
ounces in the twenty-four hours. The transparency varies from 
clear to cloudy, and at times some pus-cells are present. Never- 
theless, the results of the operation are eminently satisfactory, 
and the patient is practically restored to health. 


SURGERY WITHOUT LIGATURES.* 


By Andrew J. Downes, M. D., Philadelphia, Pa. 
Gynecologist to, St. Mary’s Hospital. 


Today it can be unequivocally stated, that, as a rule, in a 
modern operating room epuipt with electric current, routine 
surgery can be done without the use of ligatures. The exception 
to this rule would be the little surgery requiring hemostasis of 
vessels about the size of the axillary or femoral. The blood 
vessels would be controlled by the application of pressure and 
heat. The source of the heat would be electricity. Electro- 
thermic hemostasis, electro-thermic angiotripsy are the names 
describing the method. 

I have already written a number of papers on this subject. 
Articles also have been publisht by Dr. John W. Keefe of Provi- 
dence, R. I.; Dr. Charles P. Noble and Dr. Orville Horwitz of 
Philadelphia, Dr. J. Wesley Bovee of Washington, Dr. A. Gold- 
sphon of Chicago and Dr. E. G. Zinke of Cincinnati, Ohio. Dr. 
Barton Cooke Hirst and Dr. E. E. Montgomery, in their recently 
publisht text-books on Gynecology, have referred quite fully to 
this method. I take it for granted, therefore, that members of a 
body such as “The Southern Surgical and Gynecological Associa- 
tion” are not unacquainted with this literature, and that but a 
brief reference to the technic is necessary in this paper. 

Electro-thermic hemostasis is the simultaneous action of 
pressure and heat on the blood vessels. The pressure is effected 
by the blades of forceps or angiotribes; the heat by a piece of 
platinum (rendered red or white hot) which transmits its heat 
to one blade of the instrument. For hemostasis en masse or of 
large vessels the platinum in the shape of a ribbon is concealed 
within the steel of one blade of the angiotribe or forceps and 
transmits its heat to the active face of the blade. For small, 
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bleeding points the platinum in the shape of a loop is applied 
incandescent to the tip of the ordinary artery forceps. 

In the use of this method electricity is used only as a physi- 
cal agent to obtain another physical agent: heat. A very slight 
knowledge of electricity only is required. As we can have elec- 
tric light by the turning of a button, so can we have heat in the 
active blade of these instruments by simply connecting the prop- 
er current. Surgeons have a way, in discussion, of referring to 
the “uncertainty” of using electrical apparatus. But how often in 
a building installed with electricity and wired for lighting is the 
light missing when wanted? In the development of my instru- 
ments, I finally reacht the point that the various angiotribes, the 
cautery-knife and heater require the same current. A continued 
improvement on the part of the makers of the transformers and 
motor transformers for converting the electric light current to 
the requirements of these instruments has evolved light, com- 
pact and very practical apparatus. All that is required is to set 
the rheostat at the proper place for each individual operating 
room and turn the current on as required, which can be done 
by an assistant or nurse, or a foot brake can be in connection 
with the transformer and operated by the surgeon’s foot. Noth- 
ing could be simpler, therefore, or more practical. 

The outfit for this work consists of three straight angio- 
tribes with blades one-quarter, three-eighths and one-half inches 
wide, and at least one with curved blades. A shield, a cautery 
knife, the artery-forceps heater, the cable and the proper trans- 
former completes the outfit. A fuller description of the various 
angiotribes and the electrical transformers for controlling or con- 
verting the electric light current to the requirements of these 
instruments will be found in an article of which appeared No- 
vember 28, 1903, in American Medicine, entitled “Abdominal and 
Pelvic Surgery Without Ligatures.” 

Up to date over thirty American surgeons are equipt with 
these instruments. Some have had them but a short time; 
others have as yet not used them often. A few of the users have 
almost dispenst with ligatures and some have done so entirely. 
The variety of operations that have been performed without a 
ligature by the use of these instruments includes hysterectomy 
(vaginal and abdominal) for a variety of conditions, including 
cancer, sarcoma and tuberculosis; salpingo-oophorectomy, single, 
double and conservative, including a large percentage of pus- 
cases and extrauterine pregnancy; ovariotomy for solid tumors, 
ovarian and dermoid cysts; appendecectomy for catarrhal, 
chronic, acute, gangrenous and ruptured cases; cholecystechto- 
my; excision of pylorus; bloodless incision into stomach; gas- 
trectomy (experimental on dogs); intestinal anastamosis (a num- 
ber of cases); resection of omentum (intra-abdominal); epiplo- 
cele. In extra-abdominal surgery it has been employed in: neph- 
rectomy (three times); varicocele, over twenty cases; castra- 
tion; hemorrhoids, over fifty cases; hernia; breast operations; 
goiter; and all the various amputations, including the shoulder 
and thigh. Among a large number of other operations is a 
bloodless amputation of the corpora carvernosa for cancer of 
penis. Indeed, it is becoming difficult to name an operation 
which has not been performed using this means of hemostasis. 


On December 4, 1903, I wrote to most of the surgeons equipt 
with these instruments, asking the number of operations per- 
formed without ligatures, their opinion of the method, and if they 
had secondary hemorrhage. The time was rather short for some 
to look up their list of cases. With but a few exceptions, all ad- 
mitted the certainty of hemostasis. The few exceptions admitted 
it was lack of experience or timidity that made them occasionally 
use also ligatures. No surgeon reports a secondary hemorrhage. 

As already stated, a number of surgeons did not give the list 
of cases. Those who did, show over 400 major abdominal opera- 
tions performed without a ligature and without secondary hemor- 
rhage. Averaging those not definitely reporting the number, at 
least 600 major abdominal operations can be claimed to have 
been operated upon and hemostased by pressure and heat. This 
number omits extra-abdominal and minor surgery. 

Those having the most experience besides myself are Dr. 
J. W. Keefe, 100 abdominal operations, including 22 hyster- 
ectomies. He began the use of the method November 9, 1902. 
His list includes one nephrectomy and a number of cases of in- 
testinal anastomosis; not a ligature was used in any of these 
cases. 

Dr. J. Wesley Bovee at Columbia Hospital, Washington, be- 
ginning March 10, 1903 to December 1, 1903, has performed 45 
abdominal sections with this method of hemostasis, including 25 
hysterectomies of which 4 are vaginal. In his list are all varie- 
ties of salpingo-oophorectomies, appendectomy, dermoid and 
ovarian cysts. Not a ligature was employed in these cases. 
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Dr. Carl Vischer, of Philadelphia, beginning the use of these 
instruments October 3, 1903, has performed over 30 abdominal 
sections, including 11 hysterectomies. His list includes one chol- 
ecystectomy, two nepherectomies, amputation of shoulder, cas- 
tration and appendecectomy, salpingo-oophorectomy, etc. He 
tells me he is certain he can do his work as quickly as he ever 
did with ligatures. He does not care for catgut and was never 
satisfied with silk. From one patient, actual operative time, he 
removed in 22 minutes the vermiform appendix and uterus. 


Drs. Noble of Philadelphia, Goldsphon of Chicago and Zinke 
of Cincinnati, have publisht most of their work. 

Goldsphon, while claiming almost wonderful advantages for 
this method of hemostasis in vaginal hysterectomy, finds fault 
with me for making such strong claims and for advocating its use 
to the general exclusion of the ligature in abdominal surgery. 
My answer is that the surgeon who can do vaginal hysterectomy 
without ligatures can more easily, if properly equipt with the 
instruments, do any kind of work within the abdomen. 

Ochsner of Chicago writes me as follows: “The time is too 
short to look up my histories for a correct report concerning the 
number of cases in which I have used your clamp. I have used 
it, however, in abdominal and vaginal hysterectomy, in pyosal- 
pinx operations, in excision of gall-bladder, in excision of the 
pylorus, in varicocele, operations on hemorrhoids, in removal of 
ovarian cysts and in appendicitis operations. I have had no sec- 
ondary hemorrhage. There is no doubt but what the instrument 
controls hemorrhage in a satisfactory way. In cases in which 
this can be done equally well with a small catgut ligature, I 
would prefer the latter because it is less troublesome.” Dr. 
Ochsner does an immense amount of surgery and it will proba- 
bly be some time before he finds an equipment of these instru- 
ments as practical in the control of general operative hemor- 
rhage as he does now the ligature. Yet I have great confidence 
that the near future will prove how extremely practical is this 
method. 

Howard Kelly of Johns Hopkins writes me he is too busy to 
look up the cases on which he has used this method and states: 
“T have used the instruments repeatedly with entire satisfaction. 
In no case have I had secondary hemorrhage.” 

The following is from Dr. H. Tuholske of St. Louis: ‘My ex- 
perience with the electrothermic hemostatic instruments is lim- 
ited as yet, because of my long absence from home, not because 
of want of confidence in the method. I have been pleased with 
it in the cases I used it: ovariotomies, eight pedicles dropt with- 
out ligature, no disturbance, course aseptic; appendectomies, 
three; the treated stump invaginated, no ligatures to meso-ap- 
pendix or stump; varicocele, three. I am favorably impresst 
with the method, and shall give it further trial.” 

Dr. G. Ackermann, of Wheeling, West Virginia, writes me 
that he has had the instruments less than two months, during 
which time he has performed the following operations: Re- 
amputation for painful stump of the upper third of thigh, ampu- 
tation below the knee (accident case); amputation of forearm 
for diabetic gangrene; supra-vaginal hysterectomy for large 
uterine fibroid; salpingo-oophorectomy for pus-tubes with exten- 
sive adhesions in Douglass’s cul-de-sac; radical operation for in- 
guinal hernia (the hemostasis and ablation of sac by these in- 
struments); castration; operation for large goiter, and resection 
of lower jaw for carcinoma. Not a ligature was necessary in any 
case. The abdominal hysterectomy was very singularly free from 
pain after the operation; also the amputated patients complained 
of a minimum of pain. 

Dr. Barton Cooke Hirst, of Philadelphia, writes me as fol- 
lows: “I am sorry that I cannot answer your questions as fully 
as I should like. I have the equipment for electrothermic hemo- 
‘ stasis in both the University and the Howard Hospitals, and I 
have used them quite extensively. The cables and clamps are 
boiled for every abdominal operation, and, if, in the course of 
the operation the case seems suitable, I use the clamps. I should 


say, off hand, that I have used them about fifty times or more. |. 


The operations include two extrauterine pregnancies, hysterec- 
tomy for both cancer and sarcoma, and every variety of salpingo- 
oophorectomy. I have not had a case of secondary hemorrhage, 
but in both my cases of extrauterine pregnancy, the arteries 
spurted when the clamps were removed, and I put a catgut liga- 
ture around both vessels under the ribbon of cookt tissue.” In 
regard to the spurting of the arteries in these two cases on re- 
moval of clamp, it is possible that either too little pressure was 
applied or too short an application of heat was given. It has oc- 
casionally (in the past but not for over a year) happened thus 
with me. In such cases the reapplication of the clamp with nar- 


row blades for a few seconds is quicker and better than the use 
of ligatures. The spurting of blood from a white-cookt area is 
easy to manage. 

Dr. W. F. Faison of Jersey City writes me he has used this 
method in pan-hysterectomy for cancer, in salpingo-oophorectomy 
and in appendecectomy with very happy results. He states “my 
results in cancer have been so discouraging that I had almost 
abandoned hysterectomy.” 

Dr. H. G. Wetherill of Denver, Colo., has performed the fol- 
lowing operations: Abdominal hysterectomy, 2; vaginal hys- 
terectomy, 3; salpingo-oophorectomy, 2; appendecectomies, 6; 
ovariotomy for very large cyst, 1; hemorrhoids, 2. Recovery 
smooth and noticeably free from pain. He states in his letter: 
“Tho I have had the instruments many months, I have used 
them only very recently. I like them and shall use them more 
extensively in the future. I feel perfectly secure from secondary 
hemorrhage in using them.on large vessels. The diminisht after- 
pain has been a noticeable feature with me.” 

Dr. D. J. Brown of Springfield, Mass., who has had the instru- 
ments but a very short time, writes me he has operated on 
hemorrhoids and on two pelvic pus cases with excellent results, 
except that in the hemorr‘oidal case in which the heat pene- 
trated the shield, he says, end burned the skin beneath. In over 
50 hemorrhoid operations (of which I have done 26), this is the 
first time to my knowledge that such an accident has happened. 
One should not clamp beyond the mucocutaneous margin into the 
skin, and we should remember that the heat travels about one- 
sixteenth of an inch beyond the tissue within the grasp of the 
blades. It is good practice in hemorrhoidal operations to make 
traction away from the base of the pile and to have the shield 
lightly clampt around the blades of the angiotribe. 

Dr. Robertson of Warren, Pa., reports one hysterectomy. I 
quote the following from his letter: “Not long ago I was talking 
with Roswell Park about your clamp, and he had an idea that the 
clampt tissue was charred and did not favor leaving that in the 
abdomen.” I have already corrected this impression in other ar- 
ticles. There is no burned tissue left unless one does defective 
work. The tissues under pressure are cookt a brief time at a 
temperature just above 212° F. until all the albuminous constitu- 
ents are coagulated. White, sterile, coagulated ribbons of tissue 
are left; no carbonized tissue. 

Dr. E. E. Montgomery and Dr. J. W. Fisher of Philadelphia 
have each used the method in hysterectomy for cancer, in hemor- 
rhoids and in appendicitis. 

Dr. John B. Deaver of Philadelphia has used it in cancer of 
the breast and appendectomy. 

A number of busy surgeons equipt with the instruments wrote 
me they have yet not gone into the method sufficiently to report 
their work, but in the little they did, no hemorrhage occurred. 
A few surgeons have not answered. I do not know the names or 
addresses of some of the surgeons the instrument house has sup- 
plied. 

As stated in the beginning of this paper, I know of over 400 
abdominal sections in which this hemostasis exciusively was 
used. I am almost certain of 200 more. . 

From reported work I tan claim 125 hysterectomies of which 
30 were for cancer, 1 for sarcoma, 1 for tuberculosis; over 250 
salpingo-oophorectomies for all the various conditions, including 
20 extrauterine pregnancies, and a large percentage of pus cases, 
both thru the abdominal incision and per vagina. I recently re- 
moved a very large pus-sac per vagina by bisecting the uterus 
and clamping off with these instruments the sac after removal 
of uterus. I have many a time seen the vagina left full of steel 
clamps after a much less difficult case. In over two years I have . 
not had a pelvic suppurative case die. ‘ 

The appendix has been removed not less than 300 times for 
the various conditions, including the most difficult suppurative 
and gangrenous cases. Many of these cases were multiple opera- 
tion cases. Not less than 40 ovarian cysts have been thus re- 
moved. 

Three removed kidneys (all pyonephrotic) speak well for 
the method. In castration and varicocele the operators report an 
almost complete post-operative freedom from pain. 

My own work includes very close to 150 abdominal sections, 
without a ligature, including 34 hysterectomies; over 100 sal- 
pingo-oophorectomies; over 100 appendecectomies; 15 ovarian 
cysts; and a variety of other operations, including 26 hemorrhoid 
cases. 

Not an individual reports a secondary hemorrhage. There 
seems to be a unanimous opinion that there is less post-opera- 
tive pain than after the use of ligatures. There is sure to be 
none of the distressing sequelae that followed the use of silk, and 
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even yet to some extent catgut. As to mortality-rate, it would 
make the paper too long to enter into it. I am thoroly convinced 
it is less in the cases operated upon by this method than would 
be a similar number of operations by the various other methods 
of controlling hemorrhage. For example, in the 30 hyster- 
ectomies for cancer by this method, only one death occurred 
within a week after the operation. 

The special claims of this method in the treatment of uterine 
cancer are admitted by most surgeons. It has equally strong 
claims in the handling of pelvic pus cases. It is admitted by a 
number of surgeons that ligatures in a septic field are bad. For 
this reason so many surgeons adopt the vaginal route, and leave 
in a number of steel clamps. Wherever a steel clamp can be 
left for hemostasis, immediate hemostasis can be effected by this 
method. In abdominal operation for very difficult pus cases with 
extensive adhesions and where hemostasis, low in pelvis, is to 
be effected, I claim that the ligature is far less practical than the 
use of these instruments in the hands of those who have developt 
the proper technic. If I am able to claim advantages for the 
method in difficult pelvic cases, why is it not the thing to use. 
in less difficult? If vessels the size of the axilliary, femoral and 
renal can be certainly and rapidly hemostased by pressure and 
heat, why should a ligature be even used in the abdomen in a 
modern operating room. In the beginning of this paper I tried to 
call attention to the great practicability of the method: Instru- 
ments and cable can be boiled; small, compact current-con- 
trollers, the current as required switcht in by the surgeon’s foot; 
no turning of rheostat or counting time; a little practical knowl- 
edge easily obtained—and hemostasis is robbed of possible sub- 
sequent trouble. 

If surgeons would remember their tribulations in the use 
and selection of various ligature materials, fine and coarse silk, 
braided and twisted, celluloid and linen thread, catgut and the 
various methods of preparation, they might gradually look into 
this method and find it as practical as some of the men who are 
now able to dispense with ligatures whenever they can obtain the 
electric current. The almost universal expression of opinion of 
those using the method, that there is less post-operative pain, is 
one of the many valuable claims in abdominal surgery. 

In conclusion, I desire to state that I have not attempted to 
enter deeply into this subject of “Surgery without Ligatures.” I 
simply wish to keep before the membérs of the surgical profes- 
sion the fact that a method of hemostasis without ligatures is on 
trial and facing criticism. That in over 400 major operations no 
hemorrhage is reported, and that with proper technic hemorrhage 
need never be met with. Was there ever before in the history 
of surgery 400 operations done without ligatures and without 
hemorrhage? 


SURGERY OF THE THYROID.* 


By’ Benjamin Merrill Ricketts, Ph. B., M. D., Cincinnati, Ohio. 


Anatomy of the Thyroid.—The writings upon the topograph- 
ical and microscopical anatomy of the thyroid are voluminous; 
as are also those upon its comparative study. Simon in 1844 and 
Brunier in 1859 contributed some very interesting articles upon 
comparative anatomy. Creswell in 1877 reviewed it histologi- 
cally. 

The probable branchial origin of the thyroid and thymus 
gland have been suggested but never proven; but it has been 
demonstrated that regeneration of thyroid tissue is impossible. 
It is highly vascular and supplied by the thyroid vessels. 

Physiology.—The function of the thyroid is to secrete thy- 
roidin, which is not understood, except that its absence in animal 
life results in cretinism, or myxedema. It is supposed to have 
some relation to the generative organs, also to have a diuretic 
influence. It is a cardiac stimulant, which has been known for 
many years. 

The relation of the thyroid to other glands and their func-, 
tions is not understood. 

Rush, 1806, wrote interestingly upon the functions of the 
thyroid gland, and von Vest, 1838, upon its relation to other 
organs. Meuli, 1883, experimented physiologically upon the func- 
tion of the thyroid gland. Freund, 1890, considered the function 
of the thyroid and its relation to the generative organs; but 
proved nothing. 

Anomalies.—Anomalies of the thyroid gland are numerous. 
There may be but one or there may be a dozen lobes with or 
without an isthmus, or there may be no gland at all. The size, 
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shape and location may also vary; all may be on one side of the 
neck, usually the left side. All vertebrates are subject to the 
same laws concerning their variations. 

Anomalies of this gland are the rule and not the exception 
in all animal life. 

Historical.—Lingi, 1830, reported a case of substernal thyroid 
gland, and Sestie, 1846, one post-scapular. Curling, 1850, ob- 
served the entire absence of the thyroid tissue in two case. 
Warren, 1892, reported a case of enlarged accessory thyroid 
gland at the base of the tongue. 


PARENCHYMATOUS GOITER. 


Causes.—The causes are not known; many are assigned as 
follows, in the order of supposed frequency: (1) Heredity, (2) 
mental worry, (3) water, (4) iron pyretes, (5) earthy salts, (6) 
nephritis, (7) malaria, (8) acute infectious diseases, (9) hemor- 
rhage, (10) parasites, and (11) bacilli. 

It may develop in fetus, infant, child or adult, and in any 
kind of animal life, all forms of animal life being governed by 
the same laws. 

Historical.—Simpson, 1855, recorded a case of goiter in an 
infant, and Keiller, during the same year, one of congenital 
goiter. Danyau, 1861, reported a case of goiter found in a fetus. 
Baillarger, 1862, found goiter in animals; this, however, was dis- 
covered many years before, probably when first discovered in 
mankind. Tait, 1875, recorded a case of pregnancy in which the 
thyroid gland was greatly influenced. Bennett, 1880, noticed 
what he called “menstrual goiter.” Hodenpyl, 1896, observed 
an enormous goiter in a white mouse. 

There have been something like one thousand contributions 
to this subject. 


EXOPHTHALMIC GOITER. 


Causes.—The etiology is not known; it is more frequent in 
female, and about the period of sexual activity. Nearly always 
it is bilateral. 

Symptoms.—The most important symptoms are exophthal- 
mos, tachycardia and enlargement. The eyes do not always pro- 
trude. Lesions of the restiform body in rabbits and dogs will 
induce exophthalmos and tachycardia; also tremor, polyuria, 
glycosuria and salivation. 

Historical—Morgagni (1761), Parry (1786), Graves (1835) 
and Basedow (1840) were among the first to record their obser- 
vations on this very interesting and common disease, which 
should be generally called exophthalmic goiter. 

Treatment.—Medicaments are of but little avail. None are 
curative, and but few, such as sodium phosphate, salicylic acid, 
thymus and suprarenal extracts are palliative. Surgery offers 
hope. 

Historical—Of the surgical treatment it may be noted that 
Tillauz, 1880, was the first to operate. Monheimer, 1894, col- 
lected 40 cases operated upon. Starr collected 190 cases oper- 
ated upon before 1895. Sargo reported 174 cases operated upon 
to 1896. 

Several hundred operations have been reported (including 
those of Kocher) with about 70 per cent cured. Kocher, after 
vast experience in thyroidectomy, says all cases should be oper- 
ated upon by thyroidectomy. ‘ 

Jaboulay employs exothyropexy, reporting 35 such operations 
with excellent results. He also records a number of sections of 
the sympathetic nerve, which he was the first to do with more 
or less success. He also operated by.stretching the cervical sym- 
pathetic without benefit. He again stretcht the pneumogastric 
nerve for exophthalmic goiter to arrest laryngeal spasm. This 
procedure is dangerous and not curative. ; 

Partial resection, (removal of the superior and middle gan- 
glia with intervening strand) of the cervical sympathetic, has 
become an establisht operation for exophthalmic goiter. 

Jonnesco reported twenty-seven cases treated in this way. 
Exophthalmos disappeared, but the tachycardia continued, and 
never became much lessened. Nine of the 27 cases were cured; 
5 died. Ball of St. Louis is partial to this operation, having made 
several. One thousand and sixty-seven contributions have been 
made to this subejet. 


CRETINISM. 


This condition is a physiological and mental non-development 
from ‘infancy, due to the congenital absence of thyroid tissue. 
The patient seldom attains five feet in height. The neck is 
oo arms and legs short, tongue protruding with imbicility or 

locy. 

A condition very like it is myxedema—a disease of adult life 
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due to the absence of thyroid tissue destroyed by disease or re- 
moved by operation. 

Coitus during intoxication is supposed to be a cause, but 
this has never been proven. 

Myxedema may be associated with enlarged thyroid, but that 
body has been converted into connective tissue as the result of 
disease with the loss of physiologic thyroidin. 

There is but one remedy for cretinism or myxedema, and that 
is the internal administration of thyroid or thymus secretion 
taken from animals so long as the subject lives. 

Historical.—Fodere, 1800, delivered a discourse on cretinism 
and the influence of altitude upon it. Du Mirai, 1831, presented 
his memoirs on cretinism, its causes (natural, accidental and 
disease), and hereditary influences, and precautions. 

Something like seventeen important contributions have been 
made to this subject. 


CONCRETIONS. 

The cause of concretions is unknown; they may be bony or 
calcareous, single or multiple, and vary in size, shape, consistency 
and location. 

They may form upon the surface, or in the body of the 
gland. More frequently they are found in advanced life. 

Historical.—Marjolin, 1837, and Fouraytier, 1841, each record 
a case of bony degeneration of the thyroid gland. Toland ob- 
served a bony concretion in the isthmus and right lobe. Bell, 
1894, observed an extensive calcareous deposit in an enlarged 
thyroid gland producing esophageal obstruction. 

Nine notable contributions have been made to this subject. 


CYSTIC GOITER. 


Cysts of the thyroid are among the earliest pathologic condi- 
tions described. They may be congenital or acquired; single or 
multiple, or they may coalesce; may vary in size, shape and 
location; and contain serum or colloid material. They may be 
slow or rapid in their development; become infected or rupture 
into the trachea, esophagus, pleural cavity or escape externally. 

Historical.—Cesvin, 1680, recorded a case of recovery from 
cystic goiter. Dupeyron de Cheyssiol, 1768, made his contribu- 
tion on the cure of cystic goiter with powdered egg shells inter- 
nally administered. Lane, 1787, reported a cure of a cystic goiter 
by the use of burned sponge. Denny, 1825, reported on epidemic 
of cystic goiter in the vicinity of Pittsburg, Pennsylvania. Bram- 
ley, 1838, reported his observations on cystic goiter in the trans- 
Himalayan regions. Maclagnan, 1853, made an analysis of the 
fluid contained in a cyst of the thyroid. Masterman, 1870, pub- 
lisht his notes on cystic goiter in Paraguay. Robinson, 1885, was 
awarded a gold medal by the University of Durham for his thesis 
on “Endemic Cystic Goiter.” 

About 175 noteworthy contributions have been made to this 
subject. 


ECHINOCOCCUS. 


Cysts of this kind are frequent, large or small, single or 
multiple, primary or secondary—usually primary. 
The parasite is supposed to pass-thru the trachea or esopha- 


gus. 

Historical_—Albers, 1850, is among the first to report this 
form of cyst in the thyroid, since which time there have been 
twenty more contributions to this subejct. 


BLOOD CYSTS. 


These are rare; are due to injury or disease; are sudden, 
slow or rapid in growth; are single or multiple; are fixt or mova- 
ble; and may occur with or without fever or dyspnea. 

Rupture, in any direction, may be fatal. 

Historical.—Meissner, 1829, was one of the first to mention 
a hematoma of the thyroid. Low, 1878, reported a case a goiter 
with hemorrhagic tendency. Berger and Onimus treated a blood 
cyst by electricity. Osler, 1891, described a large fibro-cystic 
goiter, followed by death. 

Thirty-two contributions have been made to this subject. 


ABSCESS OF THYROID. 


This is rare. It may be primary or secondary, single or mul- 
tiple, and vary in size, shape and location. It may result from 
injury, infectious disease (direct or indirect), and involve one or 
more lobes. 

Historical.—Dixon, 1843, described a chronic abscess of the 
thyroid. Englisch, 1877, described a suppurative thyroiditis. 
Romain, 1886, reported a case of suppurative thyroiditis follow- 
ing intermittent fever. Musser, 1887, recorded a case of abscess 
of the thyroid following convalescence of typhoid. 

There have been sixteen contributions to this subject. 


GANGRENE OF THYROID. 

Gangrene of this gland is exceedingly rare. It results from 
injury or infection. 

Historical.—Kerns (1839), Damas (1898), and Sabatini (1898) 
made the only recorded reports. 

TUBERCULOSIS. 

Tuberculosis of the thyroid is rare and usually primary, un- 
less in pulmonary tuberculosis when gland is involved in about 12 
per cent of the cases of pulmonary tuberculosis. 

The disease originates in the connective tissue between the 
vesicles. 

Historical.—Albers (1847), Quinlan (1874) and Rolleston 
(1896), reported cases. 

SYPHILITIC GROWTHS. 

Syphilis affecting the thyroid is rare, always appearing in the 
form of gumma. It may be congenital or acquired; and may in- 
volve gland or capsule or both. Not much is known about the 
action of anti-syphilitic remedies on thyroid gummata. 

Historical.—Clark, 1897, recorded a case of gummata of the 
isthmus; ulceration, edema of the larynx, laryngo-tracheotomy; 
recovery. 

There are but three or four cases of gummata of the thyroid 
reported. 

CANCER OF THYROID. 

Carcinoma is frequent; either primary or secondary—usual- 
ly primary involving one or all lobes. It may be hard or cystic. 

Historical—Hawkins, 1844, recorded a case of carcinoma of 
the thyroid. Demme, 1880, mentioned a medullary carcinoma of 
the thyroid. 

About forty contributions have been made to this subject. 


SARCOMA. 

Sarcomata are frequent, and of many variations, primary or 
secondary (usually primary), cystic or solid, single or multiple, 
fixt or movable, and usually appear in early life, regardless of 
sex or any known cause. 


Historical.—Doloris, 1876, recorded a case of primary sar-~° 


coma of the thyroid. 

Something like fifty contributions have been made to this 
subject. 

EXPERIMENTAL WORK. 

Experimental work upon the thyroid includes only the dates 
1884-1903. 

Historical.—Tizzoni, 1884, experimented upon the thyroid 
to determine its physiopathology. Schwartz, 1888, removed the 
thyroid in animals to determine the effects of its extirpation. 
Neumeister, 1888, made a series of experiments pertaining to the 
histology and regeneration of the thyroid gland. Lannelongue, 
1890, transplanted segments of the thyroid. Moussu, 1892, ex- 
perimented with the thyroid gland to observe its functions and 
influence upon cretinism.’ 

There are about forty contributions to this subject. 

MEDICAL TREATMENT OF GOITER. 

While it is now recognized that the cure of goiter is purely 
surgical, the literature of its medical treatment is extensive. 

Historical.—Monat, 1857, wrote a very interesting article on 
the use of mercuric iodide in combination with the rays of the 
run for the cure of goiter. Frodsham, 1860, used mercury ex- 
ternally for goiter, while O’Connor during the same year suc- 
cessfully treated goiter by large doses of potassium and liquor 
potassae. Guptill, 1874, treated exophthalmic goiter successfully 


with iodo-bromide of calcium. Woakes, 1879, employed fluoric 


acid in the treatment of goiter. 

Something like 87 contributions have been made to this 
subject. 

ELECTRICITY FOR GOITER. 

Many varieties of the electrical current have been employed 
in the treatment of goiter. 

Historical.—Schuh, 1860, applied galvanism, and Wahltuch, 
1871, successfully treated a case of bronchocele by electrolysis, 
and the subcutaneous injection of iodine. Meyer, 1874, applied 
galvanism to the sympatheticus in a case of exophthalmic goiter. 
Erienmeyer, 1877, made extensive experiments with galvanism of 
the sympatheticus in exophthalmic goiter. Bordier, 1894, report- 
ed his observations on the use of Faradism in the treatment of 
exophthalmic goiter. 

SURGICAL TREATMENT. 


Thyroidectomy includes punctures and incisions of any char- 
acter in the normal or pathologic gland for any purpose. 
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(a) The Seton.—This was first employed by Moreau, espe- 
cially in cystic goiter, since which time many such cases have 
been cured by this method. The seton should not be introduced 
into a sac containing blood. There are certain cases of cystic 
goiter which can be cured by the use of the seton, but the pro- 
longed treatment and the ugly scar are so objectionable that 
other methods are now selected. 

Historical.—Quadri, 1819, mentioned a new method of treat- 
ing bronchocele by seton. Lyford, 1827, successfully treated 
— by seton. Appley, 1874, cured a case of cystic goiter by 
seton. 

(b) Injection—Many kinds of solutions have been injected 
into both the solid and cystic thyroid. 

Iodine, zine chloride, iodoform ,alcohol, ergot and nitrate of 
silver are among the most popular ones used. 

Iodine is especially popular for the hypertrophic, follicular 
and recently developt goiter; such subjects being especially 
susceptible to iodine only. 


Zine, iodoform, alcohol and other astringents are indicated 


in the soft goiter. 

Historical—Lauth, 1740, injected iodine into an enlarged 
thyroid gland, after which time this remedy injected became very 
popular, as many cases were cured. Mears, 1873, injected per- 
chloride of iron into a cystic goiter. Coghill, 1877, and Palmer, 
1878, successfully treated cystic goiter by injecting ergotine into 
the sac. Folier, 1880, successfully treated goiter by injecting 
alcohol into the tumor. Grunmach, 1882, and Dumont, 1884, each 
treated goiter by injecting arsenic into the new growth. Cam- 
eron, 1884, treated goiter successfully by injection of hydrochloric 
acid, and Ghosal, 1897, succeeded in curing a case of goiter by 
this method. Beau, 1884, and Marquet, 1894, each treated goiter by 
injection of iodoform. Haven, 1886, successfully treated goiter 
by injecting carbolic acid. O’Reilly, 1892, treated goiter by iodine, 
mercury and potash injections. Ballet and Eriquez, 1894. Senn, 
1895, and Cotrelle, 1896, each treated goiter by injecting thyroid 
extract into the gland. 

(c), Cautery.—Both thermic and chemical cauterants have 
been employed in the treatment of goiter. Metals of various 
kinds, varying in degree of heat, have been applied to the skin 
overlying the thyroid, and inserted into the body of the gland 
with slight benefit. 

Historical—Bonnet, 1850, employed the red-hot iron with 
“apparent” success. Larghi, 1856, and again in 1873, used the 
cautery in goiter. 

(d) Chemical Cautery.—Caustics were suggested and used 
by Celsus. They were used in the form of dagger-crystals which 
were thrust into and allowed to remain in the cyst or tumor. 
Many successes were obtained, but this treatment has been dis- 
placed by better and more scientific methods. 

(e) Division and Resection of Isthmus.—This, as the name 
implies, is to relieve any tension that might have resulted from 
— due to abnormal development of one or both lateral 
obes. 

Historical.—Holthouse, 1874, was the first to resect the isth- 
mus. Gibbs, 1875, was the first to simply divide the isthmus. 
Twenty resections with three deaths were tabulated by Tillaux, 
1883. 

The operation should not be done now that more certain 
and beneficial methods have been discovered. 

Several hundred contributions have been made to this sub- 
ject. 

(f) Thyroidectomy.—This‘ operation may consist of partial 
or complete removal of one or all lobes. Complete removal should 
not be done except when malignant. Partial thyroidectomy 
should be the term applied to operations involving removal of 
thyroid tissue. It has become the operation of choice for all 
forms of goiter, including exophthalmic goiter. 

The results are better in all forms, and the general mortality 
less—5 to 7 per cent. This 5 or 7 per cent mortality is probably 
found (at least the greater proportion), in thyroidectomy for 
exophthalmic goiter, the mortality being higher in this than any 
other form of goiter. 

Kocher, Doyon and Berry give thyroidectomy preference 
over all other operations. Liebrecht reports the following table: 


Cases Recoveries Desths Mortality 
Before 1851...... 31.48 per cent 
1851-1876...... 188...... 20.30 per cent 


1894-1901 Berry’s 100 operations, 1 death. 
Freytag, 1778, extirpated a large thyroid gland. Giraud, 1792, 


removed a part of the thyroid for new growth. Green, 1829, re- 
moved the right thyroid body, and Liston, 1830, removed an en- 
larged isthmus. Dupuytren, 1830, reported a case of fibro-cellular 
tumor of the left thyroid lobe in an infant: Extirpation, ligating 
pedicle, death eighteen hours after. Otis, 1854, successfully re- 
moved an enlarged isthmus. Chassaignac, 1861, made a complete 
ablation of the thyroid gland by the method of linear destruction. 
Parsons, 1862, removed an osseous tumor from the thyroid gland. 
PERSONAL CASES. 

Case |.—Male, 27 years, white; parenchymatous goiter, right 
side, 8 years’ duration, associated with epilepsy. Removed 5% 
ounces, leaving small amount of the base. Recovery. 

Case Il.—Female, 45 years, white; cyst right side size of a 
goose egg for several years. Removed all but a small portion of 
right gland. Recovery. 

Case IIl.—Female, white, 28 years; parenchymatous goiter, 
right side, for 7 years. Removed 4% ounces, leaving but little 
glandular tissue. Recovery. 

Case 1V.—Female, 22 years, white; parenchymatous exoph- 
thalmic goiter on right side; several years’ duration; markt 
tachycardia. Removal, -1897, leaving small portion of gland. Re- 
covery. In 1903 stump grew to size of hen’s egg and symptoms 
returned. Complete removal. Small left gland undisturbed. Re- 
covery. 

Case V.—Male, 30 years, white; cystic goiter, 3 years, left 
side, behind manubrium of sternum. Severe pressure upon 
trachea. Immediate operation imperative. Removal of 6 ounces 
of fluid; sac and nearly all of left lobe and right lobe left undis- 
turbed. Recovery. 

Case VI.—Female, 27, white; exophthalmic, parenchymatous 
goiter; left side, 7 years; tachycardia pronounced. Removed 4 
ounces parenchymatous tissue, leaving but a small portion of the 
left gland. There was a normal gland upon the right side. Re- 
covery. 

Case VIl.—Female, 27, white; exophthalmic goiter, left side, 
for several years. November 2 two cysts (each size of a guinea’s 
egg), were removed. This was the most severe case of exoph- 
thalmos operated upon. Recovery from operation and great im- 
provement in symptoms. 

Case Vill.—Female, 14 years, white; -parenchymatous goiter, 
right side, 3 years’ duration. Removed 3% ounces glandular 
tissue. Recovery. Improvement slight; continues to have se- 
vere nervous symptoms. (1902) 

Case 1X.—Female, 45 years, white, married, 7 children; suf- 
fered from exophthalmic goiter for 20 years; severe tachycardia 
and nervousness. Removed 6 ounces of parenchymatous tissue 
from right lobe; one 4-ounce cyst (left subclavicular), and two 
small cysts on left side. Recovery most rapid, with markt im- 
provement. 

Case X.—Female, 27 years, white, married, one child 4 years 
old; parenchymatous goiter, right side, 4 years’ duration; no 
tachycardia or exophthalmos. Pressure symptoms aggravated. 
September, 1903, under chloroform, I removed 5 ounces of glandu- 
lar tissue, leaving a small portion, as no other thyroid tissue 
could be found. Recovery uneventful. 

There have been 616 contributions to this subject. 

EXOTHYROPEXY. 


Jaboulay, 1892, believed if the gland be luxated after the 
overlying tissues had been divided that atrophy of the gland 
would ensue to such an extent that beneficial results would be 
obtained. He and Berard, with others of his colleagues, about 
Lyons, did many operations as follows: 

Jaboulay, 35; Poucet, 15; Blanc, 3; Pollasson, 5; Rocket, 
Albertin, Buchannan and Hartman, each 1; total, 65. 

Mortality, 4 deaths from pneumonia, 2 septic infection with 
hemorrhage and acute exophthalmos. Some greatly benefited, 
others not. 

In a few cases it may be necessary to remove the manubrium 
of the sternum that the gland may be luxated. 

It is probably an operation best suited to enlarged thyroid 
in the very old or debilitated, especially where general surgical 
anesthesia is contraindicated and cocaine indicated. 

About fifteen contributions have been made to this subject. 

LIGATION OF THYROID ARTERIES. 


This operation has been advocated, more or less strenuously, 
since 1779. 

Historical.—Moreau thought that ligation of the arteries sup- 
plying the gland would cause atrophy. Acting upon this sugges- 
tion, he did so at the Hotel Dieu in 1779. Blizard operated in 
this way, resulting in slough, secondary hemorrhage and death. 
Brodie disapproved the theory and the operation became less 
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popular thereafter. Rudygier, 1889, collected 16 such operations 
and Gunther 21, with 2 cures and 3 deaths. Rehn gives a mor- 
tality of 28.6 per cent; 2.4 per cent cured and 50 per cent 
benefited. Balacesu says this method was the first operation for 
goiter to be abandoned because firstly of a high mortality, and 
in nearly all cases the disease recurred in a few months after 
operation, and secondly, its execution was difficult in large 
growths. 

Kocher, Kopp and Rehn have recorded cases in which this 
operation was followed by tetany. Coates, 1819, successfully li- 
gated the superior thyroid artery for bronchocele. Langenbeck, 
1823, tied these arteries, and Wells, 1832, reported a deep-seated 
tumor under the angle of the jaw, complicated with bronchocele, 
in which he ligated the superior thyroid artery. 

There have been thirty-nine contributions to this subject. 


COMPRESSION. 


This method of treatment has been advocated for nearly a 
century. 

Historical.—Holbrook, 1817, treated goiter by this method, 
and his plan has since been practist with more or less benefit. 
It is but a few cases that are amenable to pressure. It would 
seem that any degree of pressure to be effectual would at the 
same time cause serious pressure upon the trachea or blood-ves- 
sels or all. It can not be recommended as a rational method in 
the treatment of any thyroid affection; however, Brunelli, 1861, 
and Clarke, 1890, each succeeded in curing a case of goiter by 
compression. 

Something like ten contributions have been made to this 
subject. 


TRACHEOTOMY. 


This operation is only suggested for palliation, and indicated 
in cases where the pressure upon the trachea is causing serious 


more radical measures can be instituted. There have been many 
such operations performed for diseases of the thyroid. 
Twenty contributions have been made to this subject. 


CONCLUSIONS. 


1. The thyroid is oftener abnormal than normal in size, 
shape and number of lobes, and accessory lobes more frequently 
upon the left side. 

2. The physiological function of the thyroid and its secretion 
and relation to other glands is not understood. 

3. There may be but one lobe and it may be situated any- 
where in the anterior, lateral or posterior portion of the neck, or 
it may be intrathoracic, subclavicular or retroscapular. 

4. It is the most constant of all glands in animal life, and 
all vertebrates are subject to the same laws concerning it. 

5. Absence of the thyroid at birth results in cretinism and 
its destruction by disease, or otherwise in adult life induces myx- 
edema. 

6. The cause of parenchymatous goiter is not known. 

7. Goiter may develop in fetal infant child or adult life. 

8. All animal life is subject to it. 

9. The cause of exophthalmic goiter is not known. It may 
or may not be accompanied by protrusion of eye-balls. 

10. Lesions of restiform body in rabbits and dogs, and prob- 
ably all other animals will induce exophthalmic and tachycardia; 
also tremor, polyuria, glycosuria and salivation. 

11. Medicaments are of no avail, except to palliate; none 
cure. Animal extracts are most satisfactory to palliate. Surgery 
offers the only means of relief. 

12. Thyroidectomy is the operation of choice, as it is done 
more quickly with less mortality and better results. 

13. Concretions may be osseous or calcareous. 

14. Cysts should be removed by thyroidectomy, whether they 
contain blood, serum or pus; and whether of parasitic, benign 
or malignant origin. 

15. Gangrenous and tubercular thyroid tissue should be 
freely excised. 

16. Syphilitic gummata may be congenial or acquired, and 
_— be subjected to syphilitic remedies to which they will suc- 
cumb. 

17. Transplanted segments of thyroid tissue will, more or 
less, maintain life 

18. Electricity in any shape is not only useless, but very 
detrimental in that it causes the formation of adhesions, which 
greatly interfere with subsequent operations. 

19. The use of the seton, and incision into the thyroid, is 
seldom indicated, except for the removal of concretions, or for- 
eign bodies. 


trouble. It is done in emergencies and only to give relief until | 
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20. Injections of crystals, solutions, or the use of the cautery 
of any character, into the thyroid for any purpose, should not be 
tolerated. Like local applications of any character, should be 
condemned and relegated. 

21. Division or resection of the thyroid isthmus does not 
cure. It has no place in thyroid surgery and should become obso- 


22. Partial thyroidectomy is the proper term, as the entire 
gland is seldom removed. 

23. Chloroform for general anesthesia and the use of cocaine 
for local anesthesia are the most desirable. 

24. The mortality is less than 1 per cent in the general 
application of thyroidectomy. It is the operation of choice. 

25. All thyroid tissues should not be removed unless malig- 
nant. 

26. Regeneration of thyroid tissue that will secrete thyroidin 
is just as impossible as the regeneration of a finger. 

27. Death from hemorrhage in thyroidectomy need not occur 
as blood-vessels of any size or location may be closed by ligature 
or forceps. 

, 28. Ligation of the thyroid arteries is ineffectual and obso- 
ete. 

29. Compression of goiter sufficient to be beneficial would 
occlude the trachea and larger blood-vessels of the neck. | 

30. Tracheotomy is indicated when goiter-pressure upon the 
trachea or blood-vessels produces alarming effects, and then 
only to palliate until thyroidectomy can be made. 


THE IMPORTANCE OF CAREFUL GENERAL PREPARATION 
OF THE PATIENT FOR SURGICAL OPERATION.* 


By Augustin H. Goelet, M. D., New York City. 
Professor of Gynecology, New York School of Clinical Medicine; 
Gynecological Surgeon to the Metropolitan Hospital 
for Women and Children. 


The importance of general preparation of the patient for 
operation will not be denied, yet it is often neglected by the best 
surgeons. Unless immediate operation is imperative and will not 
permit delay, no surgical procedure of any importance should be 
undertaken without sufficient preparation to secure normal activ- 
ity of the intestinal tract and to restore normal action of the liver, 
kidneys and the skin; indeed, it is not sufficient even to clear 
out the bowels by a brisk cathartic preceded by calomel. ° 

In nearly every case demanding operation (and especially 
when it is required for conditions that necessitate opening into 
the peritoneal cavity), the hepatic function is found to be derang- 
ed, the excretory organs, the kidneys in particular, are defective 
in their action, the intestinal tract is loaded with toxic products, 
and the general system is suffering seriously in consequence. To 
submit such a patient to the shock of an operation, to say nothing 
of the anesthetic, is without doubt a questionable expedient. 
When an anesthetic is administered to a patient in that condition 
there is unusual disturbance of the respiration and circulation 
during the period of anesthesia and the stomach becomes irrita- 
ble. The patient will breathe badly and cyanosis will occur sud- 
denly and most unexpectedly, and often bile in great quantities 
is ejected from the stomach, both during the period of active 
anesthesia and after the anesthetic has been withdrawn. In these 
cases the disturbance of the stomach may continue for several 
hours or even several days afterwards. Sometimes profound 
shock follows or reaction is retarded, and these patients bleed 
more freely than those that have been properly prepared. In- 


testinal distension is another consequence of inefficient prepara- | 


tion. At the time of the operation it hinders and delays the 
work of the surgeon, and afterwards it causes much distress and 
sometimes seriously complicates and retards convalecence. This 
is more particularly true of abdominal operations and operations 
on the kidneys. 

Contrast with the picture described above a case that has 
received proper preparatory treatment. The anesthetic will be 
borne without disturbance; there is little or no irritability of the 
stomach following it and no intestinal distension; the patient 
reacts promptly with no perceptible shock, and convalescence 
progresses smoothly without complications. 

Proper efficient preparation of the patient cannot be accom- 
plisht in one or two days, and in some instances not even in a 
week. It is very welt known that the intestinal tract cannot be 
emptied thoroly by one or two doses of a cathartic, and salines— 


*Abstract of r read before the Tri-State Medical Association of the 
Carolinas and Virginia, 
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so often preferred for the purpose of hurrying the preparation 
for operation—-may provoke copious watery evacuations, but 
leave much solid matter behind. 

To iliustrate the truth of this statement, I will cite briefly 
a case in point. A patient consulted me for womb trouble, giv- 
ing the usual symptoms. Examination revealed a solid tumor 
the size of a large orange, posterior to the uterus, too high to 
be distinctly defined, but it did not appear to be attacht to the 
uterus. I suspected fecal impaction, for I had seen and examined 
this patient two years before, and at that time there was no 
tumor in the pelvis. She declared that her bowels had been per- 
fectly regular for months, but that eight months previously she 
had been troubled with constipation and once went for a week 
without a movement of the bowels. This had been relieved by 
cathartics and they had been regular since. Wishing to eliminate 
the possibility of a fecal mass, three compound cathartic pills 
were ordered to be taken at bed-time and to be followed in the 
morning by an ounce of Epsom salts, and she was told to return 
in two days for re-examination. When she returned she told me 
there had been eighteen copious evacuations, and she thought 
that was sufficient. The tumor was as large and firm as before, 
but it was lower in the pelvis and could be distinctly outlined 
and located high up in the rectum. By inserting two fingers in 
the rectum and exerting considerable pressure upon the abdo- 
men just above the pelvis it was with much-difficulty finally de- 
livered thru the anus. It proved to be a mass of feces so hard- 
ened that it required a hatchet to break it. This is an exag- 
gerated example, but how often it happens that the first cathartic 
given after an operation expels lumps of fecal matter when noth- 
ing had been taken for several days, tho the intestinal tract was 
thought to be empty at the time of operation. I refer, of course, 
to cases that have not been properly prepared for operation. 

My experience leads me to believe that no patient should be 
submitted to an abdominal operation (when it is not urgent) 
without at least a week’s preparation, and in very many cases it 
will require two or three weeks to get the proper condition. 
This is necessary, not only for thoro evacuation of the intestinal 
tract, but to restore it to normal activity, and to restore the nor- 
mal action of the liver and kidneys and fortify the system against 
the impending ordeal. 

In instituting such preparation, a thoro microscopical as well 
as chemical examination of the urine is essential, for without it 
we can have no clear appreciation of the state of the patient’s 
_ general condition. It is not sufficient to make a test for albumen 
and sugar, for there are other agents often present in the urine, 
uric acid in excess and bile for instance, which constitute quite 
as important contra-indication to operation, tho they are fre- 
quently disregarded. This is very well known that a nephritis 
may exist without evidence of albumen in the urine, or it may 
show in one specimen and not in another. Hence, not one but 
several specimens should be examined. 

‘Where albumen and sugar have been excluded there is no 
more reliable guide to the state of the patient’s general condition 
than the amount of bile present in the urine, for when bile is not 


being discharged normally into the intestinal tract, it is absorbed |: 


into the circulation and is eliminated by the kidneys and skin. 
And when there is a deficiency of bile in the intestinal tract, 
acid fermentation is permitted, the blood loses its alkalinity and 
becomes acid, and in consequence the whole system is deranged 
in proportion to the degree of inactivity of the hepatic func- 
tion and the length of its continuance. It has been shown by 
experiments upon animals that the presence of bile in the intes- 
tinal tract is very essential to health. When the common bDile- 
duct is ligated and a biliary fistula is establisht whereby all the 
bile is drawn off and none is permitted to enter the intestine, 
emaciation and death follow, tho the animal may continue to take 
food in ordinary quantity. When bile ceases to be discharged 
into the intestinal tract in the human subject in normal quantity, 
either because of arrest or diminution of the hepatic secretion or 
obstruction to its passage thru the bile-ducts, digestion is dis- 
turbed, the bowels become constipated, intestinal fermentation 
and distension occur, toxic products accumulate in the intestines 
and are absorbed and conveyed to the blood, which loses its 
alkalinity and becomes acid. In this condition the bile is taken 
up by the circulation and deposited in different structures of the 
body where it produces irritation, sometimes of a serious charac- 
ter. It is eliminated by the kidneys and skin, and may be detect- 
ed in the urine. Hence we have in this a reliable guide to the 
, State of the functional activity of the liver. 

The presence of bile in the urine may be detected by a sim- 


ple test as follows. Into a small test tube pour a small quantity |. 


of pure nitric acid, tilt the tube, and by means of a dropper, let a 


small quantity of the urine trickle down the side of the tube 
and settle on top of the acid without mixing with it. If the 
tube be then placed against a white background, a deep red or 
brownish rim or stratum will be seen between the two liquids if 
bile is present. The color will vary in proportion to the amount 
of bile present, and it intensified if there is an excess of uric 
acid in the urine. This is a rough test, but it is convenient and 
is sufficient for practical purposes. The presence of bile is also 
shown by frothing of the urine when it is shaken, the froth re- 
maining for a considerable time. 

Careful regulation of the hepatic function constitutes a most 
important feature of the preparatory treatment. By causing daily 
a free discharge of bile the intestinal tract is cleared out and 
regular normal action is secured, which precludes accumulation 
of solid feces. In addition, by this plan the bowels are more 
readily moved and regulated during convalescence and nutrition 
is improved. Such a result cannot be accomplisht with ordinary 
cathartics or the so-called liver stimulants, such as calomel and 
podophyllin. It is well known that calomel does not stimulate 
hepatic secretion, but acts by irritating the duodenum and orifice 
of the bile duct, thus causing some discharge of bile from the 
gall-bladder. Its principal action is upon the glands of the lower 
part of the small intestine and the colon. The same is true of 
podophyllin and other drugs of this class, which act by irritating 
the intestinal tract. But if their action on the liver were suf- 
ficient, they could not be given sufficiently often or continued 
long enough to produce the desired result without some bad ef- 
fect. A more reliable action on the liver may be obtained by a 
combination of the sulphate and bicarbonate of soda given in hot 
water, with far less injury. But neither of them increases the 
hepatic secretion. Phosphate of soda acts well in some Cases, 
but it is often too depleting. 

Since my attention was directed to it a little more than a 
year ago, I have employed with satisfaction sulpho-lythin which is 
said to be a sulpho-phosphite of sodium and lithium. It seems 
to act upon the liver by absorption from the upper part of the 
small intestine, stimulating hepatic secretion without irritating 
or causing undue depletion. If given with hot water, the action 
is prampt if the liver is in condition to respond. When a patient 
comes to me for operation this is given twice a day and the 
urine is examined every second day to note improvement. When 
bile is no longer to be found in the urine, as a rule, the diges- 
tive organs have resumed their normal tone, the intestinal tract 
is normally active, intestinal distension is removed, and there is a 
vast improvement in the patient’s general condition. She is then 
ready for operation, provided the examination shows nothing else 
to contraindicate. 

Medication is not, however, all that is required to bring about 
this condition. Careful regulation of the diet and baths with 
exercise in the open air when possible are also essential; but 
more than a passing mention is beyond the time allowed me for 
this paper, which, as the title implies, is not intended to relate 
how the preparation shall be carried out, but to emphasize its im- 
portance. 


ADENOIDS. 


By J. G. Engstadt, Grand Falls, N. D. 


Adenoids are growth of a lymphatic structure, occupying the 
post-pharyngeal space. They are due to a hypertrophic condition 
of the pharyngeal tonsil of Luschka. The gland not only fills the 
fossa of Rosenmuller, but extends downward from the sides of 
the pharyngeal walls. The lymphatic circulation of the adenoid 
vegations and the upper portion of the pharynx terminate in the 
superior cervical glands. The deep cervical glands empty into 
the jugular lymphatic trunk which empties into the lymphatic 
duct on the right side and into the thoracic duct on the left. The 
right lymphatic empties into the internal jugular vein carrying 
toxines and septic material from the adenoids directly into the 
circulation of the system. 

Of all the diseases to which children and adults are subject, 
adenoids are the most common, and it is safe to say that 75 
per cent suffer from this ailment some time or other thru in- 
fancy and childhood. This condition is generally neglected by 
physicians and the sufferers themselves. Directly these growths 
are probably innocuous, but it is the complications due to them 
that generally interest the physician later. 

Adenoids may be divided into two general classes, causing— 

1. Mechanical obstruction without septic infection and with- 
out reflex nervous symptoms. 
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2. Mechanical obstruction with nervous reflex symptoms and 
septic conditions. 

The first gives rise to nasal obstruction and catarrh, usually 
accompanied by noisy respiration most markt during sleep. 

To the second class belong those where there are mechanical 
obstructions with occasional epistaxis, reflex nervous disturb- 
ances, streptococcus infection and absorption. An infected ade- 
noid gland will probably be permanently infected the same as the 
pharyngeal tonsil. Some authorities claim that as high as 60 
per cent of inflammation of the middle ear in children is due to 
an infection from adenoids. ; 

Adenoiditis is more common than generally recognized, for 
the gland being composed of an irregular assemblage of lymph- 


Photograph oi patient suffering from Adenoids. Bridge of nose sunken; 
mouth kept closed only by strong effort of the will. 


follicles abundantly supplied with blood-vessels and intimately 
connected with the lymphatic system, is exposed to infected, in- 
haled material and exceedingly liable to become diseased. In 
diphtheria it generally becomes infected, and in my opinion, a 
large percentage of deaths from this disease is due to infection 
of the gland. 


Children suffering from adenoids are often anemic from the 
septic infection, and subject to colds and periodical fevers with 
complications, and infection of the cervical glands. Enlarge- 
ment of the tonsils—especially where the tonsils are infected by 
colonies of streptococci—is directly due to adenoid growths, thus 
causing an additional source of infection and obstruction. 
Adenoids obstruct the nasal breathing, and consequently the 
little sufferers become mouth-breathers, causing the high arch 
and narrow palate we so often find. The muscular tension of the 
facial muscle exerts a pressure which results in the retreating of 
the molar and protuding of the incisor teeth. The nose is not 
only an organ for respiration, but olfaction, phonation and audi- 
tion. In the presence of adenoids most of these functions are 
interfered with. 

The physical signs are a narrow nose, insignificant, with sun- 
ken bridge, mouth open and irregular with protuding upper teeth, 
large lips, prominent and dry, the eyelids drooping or eyes pro- 
tuding. The expression of the face is stupid and vacant, and at 
times almost idiotic, all connected with markt mental dullness. 


There being an obstruction to the free passage of air thru the 
nose, the sufferer is in a chronic state of asphyxation, and the 
air breathed thru the nose being dry and not filtered, acts as an 
irritant to the lungs. The thorax is not properly developt and 
consequently we have a lessened expansion of the lungs. 

The narrow nose with prolapst alae together with the high 
arch of the palate, leave a tendency to deflect the septum. My 
theory for this affliction is a generalized one—viz: that any con- 
stant irritation, pain or growth in any part of the body, will dis- 
turb the mental equilibrium in young subjects by causing reflex 
neurosis; and again, this growth may secrete a toxine which may 
have a tendency to lower the mental development. We also note 
disturbed sleep, night-mares, acute fevers due to an infection 
of the glands in the post-nasal passage by some of the numerous 
germs in the atmosphere; and irritibility of the eyes; hearing is 
often deficient and earaches are directly due to adenoids. Mal- 
nutrition of the body is also a complication. Air that should be 
filtered before entering the lungs is inhaled thru the open and in- 
fected mouth, causing bronchitis, thickness of the mucous mem- 
brane of the bronchial tube, and often tubercular infection. Con- 
sequently tubercular affections are, in my opinion, in a large num- 
ber of cases, due to infection from this growth. 

Investigators have found that over 4 per cent of removed 
adenoids have been infected with bacilli tuberculosis, and as in- 
timately as this gland is related to the general lymphatic circula- 
tion, it is presumed that they may have a causative influence on 
the dissemination of tuberculosis thru the general system. En- 
larged tonsils may well be secondary to this disease. 

The treatment is so simple that it can be described in a few 
words. Physicians are never so neglectful as in diseases of the 
mouth, nose and throat. Most physicians could treat these cases 
as well as any of the so-called specialists; in fact, removal] is 
one of the easiest and safest procedures we physicians may under- 
take. If there is an enlarged growth to be removed, it can gen- 
erally be done in sight. Infected tissues of the nose are to 
be treated on the same principle as the tissues of any other part 
of the body, and that is all. Some knowledge of surgical technic 
may be necessary, but it can be readily mastered, and this work 
belongs essentially to general surgery. 

In operating for adenoids, the child should be placed on a 
table with a small. pillow under the neck, to elevate the lower 
part of the face. Anesthetics should always be administered for 
children, and I prefer the A. C. E. mixture. The assistant keeps 
the mouth open with a mouth speculum, while a Delstanch curet 
is introduced well up behind the soft palate, high enough to be 
above the upper part of the growth. Considerable pressure is ap- 
plied, a downward sweep with the cutting part of the instrument - 
made, at the same time elevating the handle, and the growth is 
removed in its entirety. 


Geographical Distribution—As far as my observation goes, 
this disease is more or less prevalent in all countries and in all 
climes, altho in damp and cold regions it is worse than where 
the atmosphere is warm and where there are no extremes of 
heat and cold. It is prevalent in Germany, Austria and Italy, as 
well as in the Scandinavian countries. In Russia I failed to get 
information on the subject, but most of the people of the Empire 
whom I noticed lookt as if they had suffered from this disease in 
childhood. In the Russian cities I have visited, children were 
not numerous enough in public for me to form any correct judg- 
ment. In Japan I had excellent facilities for both studying and 
observing this disease, and I doubt if there is a child in the “Em- 
pire of the Rising Sun” who is not suffering from adenoids in a 
more or less severe form. The Japanese, as well as the Chinese, 
are a nation of mouth-breathers, and I noticed educated Japanese, 
who have been abroad for years, still retain the habit of breathing 
thru the mouth. In their countries the climate is always damp, 
and during half of the year, more or less cold. In Japan, especial- 
ly, the houses are drafty and of flimsy construction, with thin 
doors and windows covered with rice paper in place of glass. 
Their mode of heating the rooms is with braziers or “hibachi,”’ 
even in winter time, when there is often a heavy fall of snow. 
So it is not surprising that almost every child—and there are mil- 
lions of them—suffers from chronic diseases of the nose and 
mouth, which mar the looks of these otherwise beautiful children. 
I was told by a native physician that the laity of Japan regard a 
discharge from the nose of children as a sign of health, and they 
believe all “humors” of the body are eliminated in this way. 
Altho the medical profession of Japan stands high and includes 
many thoroly scientific men, it will take them a long time to over- 
come this belief. 

The inhabitants of the British Isles suffer frightfully from 
adenoids and the nose and throat clinics in London are unex- 
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celled anywhere, largely due to the enormous material at hand. 
In the London Nose and Throat Hospital a separate operating 
theater has been arranged for operations of this class, and they 
have on the average twenty operations a day for the removal of 
these growths. 


THE MILITARY SURGEONS OF JAPAN. 


By G. S. Ryerson, M. D., Toronto, Ont. 
Surgeon-General of Canada. 


The war between Japan and Russia is arousing so much in- 
terest at the present time, that it would seem a short account of 
the medical arrangements of the two armies might prove of in- 
terest. The succeeding remarks are founded in great part on an 
excellent report by Surgeon General Sir William Taylor, D. G., 
who was sent out by the imperial government to observe the 
medical service in the China-Japanese war. 

The Japanese regiment of infantry consists of three bat- 
talions of four companies each, of a total strength of 2,400 officers 
and men. In each regiment there are forty-eight regimental bear- 
ers, distinguisht by a red band worn above the elbow of the left 
arm. The scope of regimental medical service in action com- 
prises medical aid in the fighting line and at the dressing sta- 
tions. These stations are closed when the bearer companies be- 
gin their work. The medical officer and his assistants are em- 
ployed at the front under fire at the temporary dressing stations 
referred to, but these Japanese regulations require the regimental 
medical service to keep well closed up with the fighting line, and 
to conform to its movements. The equipment is similar to that 
carried by all armies, but is very liberally supplied. The medi- 
cines are of the usual European kinds, morphine, iodoform, Hoff- 
man’s anodyne, etc. 

The bearer company forms a divisional organization, consist- 
ing of a central administration and two subdivisions of three 
sections each, of a total strength of 416 officers and men, and 
fifty-one horses. There are ten medical officers and four pharma- 
cists. This column is under the control of the division com- 
mander, who is advised by the chief of the division medical staff. 
Each bearer column bears the name of the division to which it 
belongs, and is organized so that it can at any time be divided 
into two equal parts. Ordinarily, one-half marches with the ad- 
vance guard and the other half in the main body. The function 
of the bearer company is to act between the dressing stations and 
of the field hospitals. 

The dressing station is divided into three sections, indicated 
by flags of différent colors. 1. Receiving and forwarding sec- 
tion (blue flag). 2. Operating section (white). 3. Dressing sec- 
tion (red). The dressing stations are, in addition, distinguisht 
by the Geneva Red Cross flag by day, while they are markt by 
red lanterns at night. The identification of patients is secured 
by a metal label worn by all ranks. The registry of all property 
is also provided for. The medical and surgical equipment of the 
bearer column consists of four panniers, eight reserve panniers, 
ninety-six stretchers and two tents, for the carriage of which 
thirty-six horses are allotted. The stretcher is made of bamboo 
with canvas bottom and movable cross piece. Most of the land 
carriage of patients is done with these stretchers and the native 
springless carts. There does not appear to be a provision for 
ambulances, tho I understand a large number have been ordered 
- from a firm in the United States for the purposes of the present 
war. 

Field Hospitals—There are six field hospitals in each divi- 
sion, three are with the first line of transports and three with the 
second. Their function is to receive patients from the dressing 
stations or direct from the fighting line, to continue or complete 
the treatment previously received, and to be prepared for rapid 
evacuation should it become necessary. The personnel of these 
field hospitals for each division consists of forty-eight officers, 108 
non-commisioned officers, 510 men and 264 horses. The quota 
of patients for each hospital is 200. 

Transport.—Passing from the field hospitals to the rear along 
the lines of communication to the base, the patients are in the 
hands of the hospital transport corps. There is also a reserve 
medical staff and a reserve medical store. 

The supreme medical control is vested in a field medical com- 
mander, who is chief of the medical department of the war 
Office, and, during the war, serves with the grand headquarters of 
the army, and with him he has a personal staff of four. The 
army is also supplied with hospital transports and a hospital 
“ship. The latter has accommodation for fifty officers and 200 
men (patients). 


General Hospitals at the Base.—The reserve hospitals are 
establisht either within military garrisons or without, and bear 
the name of the locality where they are located. They have an 
establishment of from forty-two to seventy officers and men of 
the hospital corps. 

The Red Cross Society—The Red Cross Society was inau- 
gurated in 1886 and had, in 1894, since largely increast, 75,902 
members, employing 1,170 medical officers, female nurses. and 
orderlies. 

The first aid dressing used is Dr. Kikuchi’s straw ash pad. 
It consists of straw ashes, freed from grit and put in muslin bags. 
Applied directly to the wounds, it is said to be very absorptive 
and aseptic. If there is no discharge from the wound, it is ap- 
plied dry, but if it discharges freely the pad is first soakt in 
bichloride solution. 

It will be noticed that the Japanese are supplied with very 
liberal and adequate medical service, and General Taylor speaks 
in glowing terms of the devotion and bravery displayed by the 
bearers in bringing wounded men in under fire. The free use of 
bea aid thru the medium of the Red Cross Society is notice- 
able. 

I think that it is admitted that no nation maintains, even in 
time of war, a sufficient medical staff to meet the requirements. 
It will be remembered that during the late South African war the 
St. John Ambulance Association supplied upwards of two thou- 
sand trained orderlies for hospital work, and that the Red Cross 
Society contributed more than three million dollars’ worth of sup- 
plies for the sick. It is painful to think what would have been 
the fate of the sick and wounded without this adventitious aid. 
We ought in this country to develop these societies, especially 
the ambulance association, as a reserve for the army medical 
— for trained orderlies cannot be improvised at a moment’s 
notice. 


THE TREATMENT OF CONCEALED CHANCROIDS. 


By Charles C. Miller, M. D., Chicago, III. 
Professor of Surgery in Harvey Medical College. 


It is often not a pleasant task to treat a chancroid, where 
perfect access can be had to the lesion, and in many instances 
the sub-preputial lesions in the presence of phymosis are exceed- 
ingly disgusting both to patient and physicion. The present 
methods of treatment recommended by most writers on the sub- 
ject of veneral diseases by the injection of antiseptics beneath 
the prepuce will fail to relieve these conditions of their unpleas- 
ant features and a cure will be secured only after months of 
treatment in far too many cases. During the time the patient is 
under such treatment the sores are inaccessible, and they are 
freely discharging a very offensive pus. This pus is acrid and 
foul, keeps the penis soiled and causes more or less irritation. 
The lesions become larger and larger in some instances, destroy- 
ing considerable tissue, and secondary complications such as 
cellulitis, lymphangitis or adenitis may develop. A decided in- 
flammation of the prepuce may result in the production of ‘so 
much discomfort, that the patient is unable to sleep and with the 
pain and discharge during the day as well as during the night hé 
is in a truly unhappy state. Buboes are liable to develop in any 
of these cases at any time where the lesion exists over a con- 
siderable time such a complication is very likely to develop. 
The buboe will prove more or less difficult to manage, and in 
some instances in spite of any treatment may go on to suppura- 
tion. The development of suppuration may be followed by a per- 
sistent chronic inflammation of the glands which can only be re- 
lieved by their extirpation, but even in the event of a more fa- 
forable termination, ineffaceable scars will remain which may 
serve as unhappy reminders of the disease in after life. 

So long as free access can be had to a chanroid it is possible 
to minimize the dangers of complications by careful treatment. 
The lesion should be kept thoroly clean by frequent aseptic and 
antiseptic applications, and it should be carefully protected 
from all sources of irritation, but with the development of phymo- 
sis access to the sub-preputial lesion is no longer possible. In 
such a case the injections and irrigations acting only imperfect: 
ly, many recommend that access be ganed by the use of a dorsal 
slit. The dorsal slit, these writers say, is simply and easily ac- 
complisht by the use of local anesthesia, and those who recom- 
mend it, in preference to circumcision, do so because they fear 
an infection of the wound with the chancroidal germ, in which 
case the infection of a dorsal slit is lookt upon by them as less 
undersirable than the wound during circumcision. Let us look 
into the comparative merits of the dorsal slit and circumcision. 
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Five or six years ago Dr. William R. Blue called my attention to 
the fact that the circumference of the penis posterior to the 
corona glandis was usually less than twice the length of the pre- 
puce along the dorsum of the penis, and therefore, if we meas- 
ured the raw surface made in performing the dorsal slit, we 
would find it usually exceeded the raw surface or rather line of 
incision made in the operation of circumcision. Lest my readers 
not grasp the point, I would say that following the splitting of 
the prepuce along the dorsum, we will have a V-shaped interval 
form along the aorsum of the penis. If we measure botb 
branches of the V we will have a line of incision equal to double 
the length of the prepuce, and a full-length incision is needed 
to secure good exposure of concealed sores in nearly every case. 
Hence the actual raw surface is greater than that of circum- 
cision tho it does not look so. 

Where the dorsal slit is used sores under the prepuce are 
left intact and must be healed. Now we all know that chan- 
croids are somewhat difficult to heal and heal slowly. Those 
who perform the operation of slitting the prepuce along the dor- 
sum admit in a majority of instances the dorsal slit becomes in- 
fected. They have therefore, the original lesions to heal, the 
dorsal slit to heal, and then after healing has occurred the pa- 
tient must submit to the operation of circumcision before he can 
again possess a presentable penis. : 
Circumcision even with local anesthesia presents the ad- 
vantage that all chancroids on the prepuce can be removed, and 
they need not be further treated, then if infection occur along the 
line of the circumcision the patient is better off than after the 
dorsal slit as the line of incision being at least no longer would 
be more difficult to heal and after healing occurred the patient 
being minus his prepuce, is saved this second operation, which 
must follow the dorsal slit operation to secure a presentable 
penis. 

For several years I have not been satisfied with the mere 
fact that the incision following circumcision was no longer than 
that formed during the dorsal slit operation, but I have aimed to 
secure more benefit by the circumcision by adopting a special 
technic, whereby I have been enabled to avoid chancroidal in- 
fection of my circumcision would. 

We not infrequently see a number of chancroids beneath the 
prepuce which we would consider fortunate in healing in from 
four to six weeks. Chancroids are painful and unpleasant at 
best. If we can rid the patient of his chancroids by circum- 
cision and then secure primary healing of our circumcision 
wound, we will have saved our patient a great deal of suffering 
and annoyance, and our result will be ideal, far better than by 
any other plan of treatment. 

To secure healing after such an operation in the presence of 
concealed sores, we should, if possible, place the patient under 
a general anesthetic. The parts should then be very carefully 
scrubbed, and a one to two thousand bichloride. solution 
should be used freely. The fore-skin should then be slit along 
the dorsum so that access to the sores can be gained. The 
Paquelin cautery should be used freely upon the sores, which 
are found upon the prepuce. It should be very hot so that its 
destructive effect will not be superficial. We are going to re- 
move the prepuce and its partial destruction with the cautery 
will help to insure against the development of the chancroidal 
infection of our circumcision wound. The raw surface made by 
splitting the prepuce should also be freely cauterized, as blood 
oozing from it may carry the infection to the sit of the line of in- 
cision made in the subesquent circumcision. 

The remains of the prepuce are then to be amputated, and 
the skin of the penis sutured to the mucosa posterior to the co- 
rona glandis by interupted sutures. A close approximation 
should be made leaving no raw surfaces anywhere along the line 
of incision. 


The parts should then be washt with a one to four thousand 
bichloride solution and a wet dressing applied. This wet dress- 
ing is of great importance, if an infection is to be prevented. 
I have used this plan of treatment for over three years and dur- 
ing this time have had no infection of any importance in over 
twenty cases, where the course I have prescribed has been fol- 
lowed. In three instances during this time I have had the pa- 
tients fail to carry out the treatment as directed and as a result 
chancroidal infection has developt around the penis. 

The penis must be kept dresst with wet antiseptic dressings 
for at least the first five days, and these dressings must be 
changed at least every eight hours. When the dressing is 
changed the patient must thoroly soak the penis in a hot anti- 
septic solution, and must carefully remove every vestige of dis- 


charge and secretions and redress it in such a manner that the 
parts remain wet until the succeeding dressing. 

I am in the habit of intrusting the after-care to the patients. 
They are given the antiseptic agent to be used in a convenient 
form and are directed as to how to dilute it, and are then given 
with particular care the instructions as to the use of the wash. 

When the parts are thoroly washt and soakt in the anti- 
septic solution, a piece of sterile cotton is taken—about an inch 
wide—and is saturated in a clean portion of the antiseptfc so- 
lution and wrapt about the penis. This strip of cotton should 
be fairly thick. Over the cotton an oiled-silk dressing is applied 
and bandaged in place so as to lessen the evaporation of the an- 
tiseptic solution. 

I have used a number of agents in making up the antiseptic 
dressings. Of these carbolic acid, creolin, lysol, bichloride of 
mercury and boric acid solutions have been found most useful. 

Carbolic acid, creolin and lysol can all, be used in the same 
way. In some cases the patient will stand a two per cent solu- 
tion as a wash but as a rule a weaker solution will be needed 
to prevent discomfort, that is about one per cent. As a perma- 
nent dressing a one per cent. solution may be used in a few 


cases, but as a rule the patient will find this uncomfortable and 


he should dilute it until it causes no further discomfort. It is 
desirable to use the wash as strong as is comfortable and to 
change it frequently. If small ulcers develop about the stitches 
or along the site of the incision such should be an indication for 
more frequent dressings and it may be well to change to forma- 
lin or bichloride dressings. j 

Bichloride and formalin solutions are most efficient for these 
cases but these agents must be used thoroly diluted. The bi- 
chloride can usually be borne for several days in solution one to 
five thousand altho some patients complain of the burning until 
it is diluted much above this. Formalin must be used in 
— varying from one to five thousand to one to ten thou- 
sand. 

After several days if no signs of ulceration develop a change 
can be made to a boric acid or normal saline solution, and these 
used for several days. I do not think it a good plan to use the 
dry dressings in less than five days and as a rule not before 
seven days in these cases. 

The patient should be seen daily in all these cases by the 
surgeon, and any ulceration should be an indication for the fre- 
quent use of the hot antiseptics, their thoro use and the change 
of dressings at correspondingly frequent intervals coupled with 
an increase in the antiseptic solution in strength as much as can 
be borne by the patient. 


a 
Gall Stone Ileus. 


Manges recently reported to the Polyclinic Medical Society 
the history of a man of fifty-eight, who a few months before, had 
an attack which his physician had considered to be appendicitis. 
About a week before he was seen by Dr. Manges he had ab- 
dominal pain and severe attacks of vomiting at irregular inter- 
vals, and there was no movement of the bowels for about a 
week. On the day he was seen he had a movement following 
cathartics and enema, but in spite of this the vomiting, which 
by this time had become more or less constant, did not abate. 
The vomiting was characteristically fecal. There was no fever, 
nor was there at any time evidence of jaundice. Examination of 
the abdomen revealed nothing ‘but a vaguely defined mass in the 
right hypochrondrium. There was no increast peristalsis, nor 
was there any evidence of distension. The introduction of a 
stomach tube brought up very large quantities of fecal material, 
acid in reaction. A fairly thoro lavage gave the patient 
great comfort for twenty-four hours. Recurrence of the vomit- 
ing, however, on the following day rendered exploration for an 
unrelieved abdominal obstruction advisable. The operation was 
performed by Dr. Lilianthal, an incision being made over the 
right side of a vaguely defined tumor in the right hypochron- 
drium. A pus-cavity was encountered, and in this area a number 
of various sized gall-stones were removed, followed by drainage 
of the wound. The patient’s condition at the time of operation 
had been desperate and was not improved by the operation, 
death occurring on the following day. At the autopsy one very 
large stone and several smaller stones were found high up in the 
duodenum, the largest stone being over an inch and a half in 
diameter, practically filling the lumen of the duodenum. Very 
dense adhesions bound down the gall-bladder and duodenum to 
the stomach. The gall-bladder was very much thickened, and 
at its lower portion was a large opening communicating with the 
duodenum. It was thru this opening, undoubtedly, that the 
stone had escaped into the duodenum. 
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EDITORIAL NOTES. 


Volume Eighteen. 


With this issue of the Journal the eighteenth volume is 
begun. Seventeen years is a long time for a journal to con- 
tinue under the management of the man who started it—a 
time full of improvements and changes (and possibly retro- 
gressions) in the practice of surgery and gynecology. But as 
the editor—in spite of exactly twenty years’ experience as a 
medical editor—has only reacht the age of 45, he enters upon 
the eighteenth year of the journal enthusiastic with the hope 
that it may be but the middle of his editorial management 
of the Journal. 


Ungrateful Doctors. 

Is there something about the practice of medicine to 
make a man ungrateful and selfish? It sometimes seems as if 
it must be so. Once upon a time I took a young man from 
the wilds of the Indian Territory where he was chopping ties 
for a living and put him in my own home—giving him food 
and clothing and a scholarship in a college of pharmacy. 
After graduation he desired to study medicine. I clothed and 
fed him and paid his tuition. After he received the degree 
of doctor of medicine I gave him instruments, etc., to thoroly 
fit him for practice. Last month he spent a whole week at 
the World’s Fair—yet never dropt in to see me, nor even 
called up on the telephone. But he is a “Christian’—I am a 
Turk. God pity him! 


A Medical Miser. 

Again: There was a doctor in a distant city, well-to-do, a 
director in a bank and superintendent of a Sunday school; 
his wife secured—without cost, no doubt—an abscess about her 
appendix vermiformis that was a pathological beauty. I was 
called some hundreds of miles to operate; and secured the 
pathological specimen without killing the patient. My ex- 
penses for carfare and Pullman were $55.00. A few months 
later I sent a memorandum of this and requested a remit- 
tance, as I heard, indirectly, that he had remarkt that she 
would have recovered just as well if she had not been oper- 
ated. He sent me $10.00 and a letter intimating as much. 
I wrote him that he is a sciolist. And I haven’t heard from 
him since. Maybe he found out what the word really means. 
Besides—his wife lived! 


Medical Idiots. 


If the aforementioned ungrateful degenerate had wanted 
his wife to die he should not have called a surgeon to be 
particeps criminis; there are other and better ways than giv- 
ing a patient appendicitis; “accidents” for example. Just now 
Prof. Waldo Briggs, of the St. Louis College of Physicians 
and Surgeons, is helping to solve a Missouri mystery. A doctor 
at New London secured policies of many thousands of dollars 
covering the life of his wife and a few weeks afterward went 
driving with her. Some hours later the horse was found in 
the river with the buggy upset, while upon the bank the un- 
conscious form of the doctor was reclining, the wife being 
dead by the wayside some yards from the bridge. She was 
buried and the doctor revived. Later the coroner happened 
to think that there were no bruises upon the body, as might 
be the case where death results from a fall; had the body dug 
up; and the viscera are being “analyzed.” The result of the 
investigation has not yet been made public; but if it shall be 
shown that the doctor gave his wife poison and then carried 


out the rest of his plot without Imaking some kind of wound 
upon her it would stamp him as a medical idiot. For the aver- 
age coroner’s jury expects some contusions or lacerations as a 
part of a run-away accident; and any doctor so careless as not 
to satisfy the demands of the country “coroner’s jury” must be 
deficient mentally. So I am inclined to think that the verdict 
“death from accident” was correct and that the doctor is an 
innocent man. 


Accidental Death Without Bruises. 


I am the more inclined to this belief for the reason that I 
once saw an old woman struck by a swiftly-moving passenger 
train. When the train was stopt the old lady was found sit- 
ting calmly upon the cow-catcher apparently uninjured; but 
she was as dead as a door-nail. The most careful examination 
failed to show the slightest trace of either external or internal 
injury except a slight abrasion on the calf of the leg. She died 
from “shock” the coronor said; and the jury returned a ver- 
dict of death from accident. Her stomach wasn’t “analysed,” 
either. But the man who did the killing was not a doctor; 
and there was not some neighboring “fellow practitioner’ to 
arouse vague suspicions of foul play in the mind of an ever-vig- 
ilant coronor. 


Love Versus Content. 


Medical men more than all the rest of the world know of 
the unhappiness of the so-called home. Married life begins 
in the height sexual passion, ends in either sexual satisfaction 
with contentment or sexual dissatisfaction with consequent un- 
happiness. A fuller understanding of the proper mode of sexual 
gratification will do more to prevent divorce than all the par- 
sons of Christendom. Along the same line is a recent remark 
of William Dean Howells on “Love in Fiction.” He says: Love 
in fiction is greatly wrong. We still live more or less under the 
influence of Thackeray. He asks us to believe in lives spent 
in gentle melancholy on account of an early disappointment in 
love—‘crost in love’ is the expression coined for this bit of ro- 
manticism that, like most romanticism, is decidedly false to 
life, certainly to the life of our day. As a matter of fact men 
love, lose and forget—and women, too; life drives them on. Or 
they love and win and marry, and happiness is succeeded by 
placid contentment or internecine war ending in armed neutral- 
ity; but ever life drives them on. We have no time for either 
eternal regret or the constant renewal of an ecstasy of the 
past. Love is for the spring time of life; in maturity it pales, 
in the most fortunate cases into a beautiful friendship, into loy- 
alty rewarded by contentment, which is a more enduring prize 
than the ill-defined state vaguely described as happiness. Broken 
hearts are healed by more urgent calls upon the energies, by 
vaster interests; the inexorable, prosaic daily round, ever wid- 
ening, is a blessing. 


The Southern Number. 

August is too hot for a special number of the Journal— 
only a few of the most enterprising and enthusiastic of authors 
can be persuaded to write. But with the September Issue the 
Journal will resume its policy of issuing special editions. The 
September Journal will be a “Southern Number” and will con- 
tain a number of most notable articles from some of the most 
celebrated Southern operators. 


Standard Technics in Surgery. 

Under this title Dr. Edward Wallace Lee, of New York City, 
read a paper before the State Medical Association, concerning 
which International Journal of Surgery says: We may say at 
once that we are thoroly in accord with him when he expresses 
the opinion that there is far too much diversity of methods in 
the work that may be seen in various operating rooms, and that 
if the many procedures now employed could’ be so sifted down 
as to leave only the actually valuable, while discarding that 
which is wrong or even unnecessary, surgery would be greatly 
benefited. When, however, we consider the prospects for the 
accomplishment of this desirable end, we feel inclined to doubt 
that it will ever be realized. We must not forget that while 
surgery is undoubtedly in many respects a science, it is also an 
art, and as such belongs to a world in which every hand leaves 
its own imprint. The technics of a Raphael or a Michael Angelo 
differed from those of great masters of other schools, and who 
shall say which were of greater merit? It is the master hand 
that counts in surgery, as in any other art, and everyone to 
whom has been vouchsafed the genius of operative skill, and the 
scientific spirit without which it would count for little, will 
always develop methods of his own, and with them probably 
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obtain better results than would be possible, in his hands, with 
any others. Perfection is nowhere to be realized upon this earth, 
and as long as ambitious and progressive men exist, their rest- 
less energies will forever lead them to seek improvement. Their 
hopefulness, perhaps even their vanity, may cause them to think 
that the most recent offspring of their brain is superior to any 
other that ever was born. The surgery of one or two centuries 
ago was not complex in technics, because it was in its infancy; 
procedures were few and far between, and their comparative 
simplicity led to uniformity of performance. We are therefore 
compelled to acknowledge that while the extreme diversity of 
our modern methods has many disadvantages, it is the mark of 
an era wherein the professors of our art are not satisfied to sit 
in solemn conclave and discuss Galen and Hippocrates; but, on 
the contrary, are constantly casting off ancient fetters in their 
onward rush upon the march of improvement, each one often 
striking a path of his own, but every path reaching towards a 
common goal. We fear that the adoption of standard operative 
technics could only be accomplisht to the detriment of the spirit 
of ee and progress to which modern surgery owes so 
much. 


MINOR NOTES. 


Professor Murphy.—Dr. John C. Murphy, a_ distinguisht 
young gynecologist, has been elected professor of obstetrics in 
the St. Louis College of Physicians and Surgeons. 


Dr. Bernays Returns.—With renewed health and vigor Dr. 
A. C. Bernays has returned to St. Louis from his trip to Japan. 


Dr. Davis Dead.—Dr. N. S. Davis, of Chicago, founder of the 
American Medical Association, died recently at the age of eighty- 
seven. He was an active practitioner until very lately. 


Dr. Graves Returns.—After three years’ study with the best 
European specialists, Dr. W. W. Graves has returned to St. Louis. 
He has abandoned surgery and will henceforth limit his work to 
diseases of the mind and nervous system. 


Dr. Treves’s Visit—Sir Frederick Treves, the eminent Eng- 
lish surgeon, visited the United States early in June. After a 
tour thru the West he reacht Philadelphia June 15th and re- 
ceived the honorary degree of LL. D. from the University of 
Pennsylvania. 

Bachelor Obstetricians.—It is a queer thing that the teach- 
ers of obstetrics in three great medical schools of St. Louis are 
unmarried. 

Pan-American Medical Congress.—The next meeting of the 
Pan-American Congress will be held in Panama, the latter part 
of December, 1904. This Congress meets every three years. It 
was organized by Dr. William Pepper, of Philadelphia; Dr. C. A. 
Reed, of Cincinnati; Dr. Albert Van-der Veer, of Albany, N. Y.; 
and Dr. R. L. E. Johnson, of Washington. Meetings have been 
held in Washington, 1893; in Mexico, 1896; in Cuba, 1901. 


American Medical Editors’ Association—At the meeting, 
June 7th, the following officers were elected: Dr. Harold N. 
Moyer, Chicago, president. Drs. James Evelyn Pilcher, Carlisle, 
Pa., and Otho F. Ball, St. Louis, vice-presidents. Dr. Joseph Mc- 
Donald, Jr., New York City, secretary. 


American Proctologic Society—At the annual meeting at 
Atlantic City the following officers were elected: President, Dr. 
J. Rawson Pennington, Chicago; vice-president, Dr. Lewis Had- 
lock, Philadelphia; secretary and treasurer, Dr. A. B. Cook, Nash- 
ville, Tenn. 

Kansas City Hospital.—A new hospital is to be built in Kan- 
sas City at a cost of $250,000—by the city. 


Kitasato in St. Louis.——Early in September the celebrated 
Prof. Dr. Kitasato, of Japan, will visit the St. Louis Fair. 


Statue to Dr. William Elias B. Davis—Alabama Medical 
Journal says: ‘The memory of Dr. William E. B. Davis, late of 
Birmingham, Ala., will be appropriately perpetuated by the erec- 
tion of a monument by the Southern Surgical Gynecological As- 
sociation, of which Dr. Davis was the originator as well as found- 
er. He not only conceived the idea, but organized the associa- 
tion in all its details and served as its secretary and executive 
officer for thirteen years. The association does well in thus 
testifying its appreciation of this distinguished physician, whose 


memory will live in spite of granite or bronze. The statue will 
be made by G. Moretti, who was the designer of Vulcan (the 
Colossus iron man which represents the Birmingham district at 
the St. Louis Exposition) and will be in bronze, seven and one- 
half feet high, standing upon a granite pedestal nine and one-half 
feet high. Signor Moretti is now making a marble bust of Dr. 
Davis in Alabama marble. The plaster cast is a very fine like- 
ness. He has made an indemnity contract to have the statue 
ready by the 1st of December next, that it may be unveiled at the 
coming meeting of the Southern Surgical and Gynecological. 
Association. 


Mississippi Valley Meeting.—The thirtieth annual session of 
the Mississippi Valley Medical Association will be held at Cin- 
cinnati, Ohio, Oct. 11, 12, 13, 1904, under the presidency of Dr. 
Hugh T. Patrick, of Chicago. The headquarters and meeting 
places will be at the Grand Hotel. The annual orations will be 
delivered by.Dr. Wm. J. Mayo, of Rochester, Minn., surgery, and 
Dr. C. Travis Drennen, of Hot Springs, Ark., in medicine. Re- 
quest for places upon the program, or information in regard to 
the meeting, can be had by addressing the secretary, Dr. Henry 
Enos Tuley, Louisville, Ky., or the assistant secretary, Dr. S. C. 
Stanton, Masonic Temple, Chicago, Ill. The usual reduced rail- 
road rates will be in effect. 


Rich Man and Doctor.—An unusual acknowledgment of the 
worth of the physician is given by the New York Press when it 
says: “ ‘The life of a rich man is worth more than the life of a 
poor man, and the physician has a right to charge the millionaire 
more for his services than he does the laborer,’ is the opinion 
recently handed down by a Philadelphia judge, who went on to 
say: ‘The physician is unlike the merchant who has goods of 
different quality to sell at various prices. He must give his best 
services in every case. But it does not follow that the service 
is worth the same in every case. Human life has a pecuniary 
value of variable quantity, greater in the millionaire than in the 
laborer. Thus the practitioner of common sense makes out his 
bills to suit the pecuniary circumstances of his patients.’ ” 


Dr. McMurtry’s Address.—Dr. L. S. McMurtry, of Louisville 
—one of the most popular surgeons of the South—delivered an 
address April 16 before the St. Louis Medical Society upon the 
subject: ‘Secondary Abdominal Sections.” There were present 
most of the prominent surgeons and gynecologists of the city, all 
of whom were well pleased with the address of the distinguisht 
visitor. It will appear in the official journal. 


LITERARY NOTES. 


Kyle’s Diseases of the Nose and Throat. 

Diseases of the Nose and Throat. By D. Braden Kyle, M. D., 
Professor of Laryngology and Rhinology, Jefferson Medical Col- 
lege, Philadelphia; Consulting Laryngologist, Rhinologist and 
Otologist, St. Agnes’ Hospital. Third edition, thoroly revised and 
enlarged. Octavo volume of 669 pages, with 175 illustrations, and 
6 chromo-lithographic plates. Philadelphia, New York, London: 
W. B. Saunders & Co., 1904. Cloth, $4 net; sheep or Half Moroc- 
co, $5 net. In presenting to the profession the third edition of 
this work the general plan of the previous editions has not been 
materially altered. The entire book has been carefully revised 
and such additions have been made as were rendered necessary 
by recent medical progress. The most important alterations and 
additions have been made in the chapters on keratosis, epidemic 
influenza, Gersuny’s paraffine method for the correction of nasal 
deformities, and in the one on the x-rays in the treatment of car- 
cinoma. The etiology and treatment of hay fever have been par- 
tially rewritten and much enlarged, as has also the operative 
treatment of deformities of the nasal septum. In the chapter de- 
voted to general considerations of mucous membranes and hay 
fever the author records the results of his experience in the chem- 
istry of the saliva and nasal secretions in relation to diagnosis 
and treatment. The literature has been carefully reviewed, and a 
number of new illustrations added, thus bringing the work abso- 
lutely down to date. 


The Mothers’ Manual. 

A. L. Barnes & Co., of New York, have issued a nice little 
duodecimo volume by Emelyn L. Coolidge, M. D., Visiting Physi- 
cian to the Babies Hospital of New York, entitled “The Mothers’ 
Manual.” The book presents to young mothers exactly the in- 
formation needed for the care of infants—based upon a large and 
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varied experience under the difficulties encountered in metropoli- 
tan institutions. It is clearly and pleasantly written; and may 
be said, in the language of the publishers, to be a practical man- 
ual, indispensable in emergency, immediately helpful, and in 
touch with the most recent developments of modern science. It 
is absolutely trustworthy. Facts, rather than theories, concern 
the mother in the nursery, and these facts are so lucidly arranged 
that they make a handbook of permanent value. 


Southern Medicine. 


There’s “somethin’ doin’” .down South. Southern Medicine 
contains the following: “Dr. W. E. Fitch, of Savannah, Ga., who 
for some years conducted the Georgia Journal of Medicine and 
Surgery, has revived that sometime dead periodical under the 
name ‘Southern Medicine.’ The initial number of the new series 
is most excellent. Southern Medicine and Surgery. In view of 
Dr. Fitch’s selection of the title ‘Southern Medicine’ for his re- 
vived Savannah journal, it is unfortunate that the new venture 
at Chattanooga should be known as ‘Southern Medicine and Sur- 
gery.’ (Is that a compliment to the ‘American Surgery and Gyne- 
cology?’ It sounds like it, doesn’t it?) The new magazine is 
edited by Drs. Wallace and Travis, and presents a very credit- 
able appearance.—American Surgery and Gynecology. It seems, 
Dr. Lanphear, that we are both complimented. The first intima- 
tion I had of the Chattanooga journal was conveyed in a ietter 
from one of my New York advertising patrons bearing date of 
November, 1903. Sometime later I had a letter from Dr. B. F. 
Travis in which he stated: “We learn that you are thinking of 
publishing a journal under the name of ‘Southern Medicine.’ In 
view of the fact that we are already incorporated under that 
name, we would respectfully suggest that you change the name 
of your journal for the reason that two journals under the same 
name in the same territory would be detrimental to both.’ To 
this I replied as follows: We beg to advise that we are already 
publishing a journal under the name ‘Southern Medicine,’ and 
enclose herewith ‘title’ page of our November, 1903, issue, and 
are renewing our advertising contracts for 1904 under this name 
—Southern Medicine. You say you are incorporated under the 
name ‘Southern Medicine.’ I would infer, from your ietter head, 
that you are incorporated under the name ‘Southern Medicine 
Publishing Co.’ Still, this does not count for anything, when you 
note on the title page of November issue enclosed, that we are 
‘copyrighted’ under the laws of the United States, and have the 
only and exclusive right to use the name ‘Southern Medicine.’ 
We regret that we cannot comply with your request in this in- 
stance, but we must ask you to select another name for your pub- 
lication. In a few days we received the following from Dr. 
Travis: ‘Your letter received a few days ago. The ‘set up’ is 
on our-part. You will see that we have changed our name to 
‘Southern Medicine and Surgery,’ and we are incorporated under 
the name of Southern Medicine Publishing Company. We will 
be glad to have you put us on your exchange list.’ Our Chatta- 
nooga friends—Drs. Wallace and Travis— seem very fond of the 
name ‘Southern Medicine’; after all, they did not change their 
name—all they did was to appropriate the name of my journal 
and affix thereto the word ‘Surgery,’ which serves only to cause 
confusion with advertisers. Very soon after the above corre- 
spondence, I took the necessary legal steps to protect the name 
‘Southern Medicine,’ and now, in addition to copyright previously 
secured, it is ‘patented’ and the journal is quietly getting ready to 
enforce its protection.” And the band plays on. 


SURGICAL NOTES. 


Subcutaneous Rupture of Muscles. ‘ 

In the A1nals of Surgery Eisendrath reports a case of exten- 
sive subcutaneous laceration of the abdominal muscles. His pa- 
tient was caught between two street cars moving in opposite 
directions, and when seen presented a fracture of the left clavi- 
cle, fifth and sixth ribs of the same side, and a tympanitic 
swelling at the middle of the right iliac crest. Upon operation 
it was found that the skin alone confined the abdominal viscera, 
the peritoneum and muscles being ruptured. The muscular 
structures were sutured to the gluteal fascia with kangaroo ten- 
don. Nine months after operation there has been no recurrence 
of the hernia. 


Surgical Treatment of Gall-Stones. 
Curtis (New York Medical Journal, Jan. 2, 1904) urges op- 
eration for stones while they still remain in the gall-bladder or 
cystic duct, and before infection takes place. If this is always 


done, followed by drainage, the severe angiocholitis is prevented, 
as well as further attacks of cystitis and the colic. Further cal- 
culus formation is prevented or impeded, for the stones are 
formed in infected gall-bladders. Where drainage is carried out, 
a healthy condition is produced, so no more calculi are formed. 
The author calls attention also to the fact that carcinoma of the 
gall-bladder is much more common than has been supposed, and 
also emphasizes the fact that most cases of gall-stones are af- 
flicted with various dyspeptic complaints, which latter usually 
disappear rapidly on the removal of the gall-stones. 


A Good Suggestion in Hernia. 

Detroit Medical Journal contains an excellent article by Dr. 
Hal C. Wyman, who says: In many cases of inguinal hernia 
there is not enough aponeurotic tissue above the ligament of 
Poupart to enable the surgeon to make a union of the abnormal 
hernia opening, and radically cure his patient. After opening 
the groin with a bistory and exploring the incompetent abdominal 
rings, about the first thing noticed by the surgeon’s finger is 
that it may be impossible to so divide the oblique muscles that 
a part can be sutured to a new place on Poupart’s ligament, 
nearer the pubis, and thus strengthen the defective abdominal 
walls so that hernia cannot occur. To meet this condition, I 
have made a flap from the fascia lata, and after turning it up- 
ward have sutured it to the aponeurosis of the abdominal mus- 
cles forming the superior border of the abdominal border of the 
abdominal rings; and have thus been enabled to close the open- 
ing completely, without undue tension upon the stitches. It is 
probable that most of our relapses after operation for the radical 
cure of hernia are due to the fact that the remedy we commonly 
apply by the Bassini and other well-known methods really leaves 
the intra-abdominal space somewhat smaller than it was before 
the hernia occurred. We should, on the contrary, try to create 
more space for the intestines, even if we have to remove much 
of the omentum or any portion of the intestines which it at- 
tacht to the hernial sac or abdominal rings. This may in some 
instances make necessary a resection of a part of the intestine 
and end-to-end approximation with sutures, a_ proceeding 
more dangerous than the making of a flap from the fascia lata 
which can be turned up under the abdominal muscles and there 
sutured so that the weak places in the abdominal wall are ef- 
fectually closed. The flap is made as follows: The first incision 
over the hernial openings is made from the anterior spinous pro- 
cess of the ileum to a point within about three-fourths of an inch 
from the spine of the pubis. This cut is directly over Poupart’s 
ligament. Above it are the inguinal hernias, below it are the 
fascia lata and its falciform process. Now, with strong retrac- 
tors, the divided skin and superficial fascia and adipose layer are 
readily separated so that one can easily with knife or scissors cut 
downward three-fourths of an inch from the inferior border of 
Poupart’s ligament about one-third of its length from the an- 
terior iliac spine; then the scissors should be turned at right 
angles to this cut and the fascia further divided in a direction 
parallel with the ligament to the external border of the falci- 
form opening. With caution to avoid wounding either the 
saphenous or the femoral vein, the falciform process of the fascia 
lata can be cut thru to the inferior border of Poupart’s ligament. 
A parallelogram-shapéd flap is now free on three borders, and 
can be turned upward; and by means of loop sutures it can be 
dragged under the aponeurosis forming the upper border of the 
hernial opening and it will effectually plug the defective space. 
I have not found it necessary to close the opening in the fascia 
lata made by the reflection of this flap, except in so far as that 
result is accomplisht by bringing the external wound together by 
interrupted sutures. 


Treatment of Hip-Joint Disease. 

Taylor (Charlotte Medical Journal) reviews the treatment of 
this form of disease in children and the radical changes that 
have taken place within the past few years. Formerly it was 
the open methods. This was soon followed by rest and fixation 
and improvement of the general vitality of the patient. He de- 
scribes several cases in which lesions in the head of the femur 
were localized by means of skiagrams. He opened the joint by 
an anterior incision, scraped out the focus, and disinfected the 
wound with pure phenol followed by alcohol, or two and one-half 
per cent solution of formalin, and treated the case afterward 
by means of rest and fixation and attention to general health. 
He calls this a rational or combined method of treatment, and 
claims that it shortens the treatment of cases and lessons the 
chance of recurrence, and is not open to the objection of causing 
shortening, as excisions do. In mild cases where no focus can 
be detected, he uses rest and fixation alone. 
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The Treatment of Mastitis. 


Adeline E. Gurd in the Charlottle Medical Journal, makes the 
following suggestions: Give a saline cathartic to relieve the en- 
gorgement, aconite for the fever and opium for the pain. Locally 
systematic massage of the breast, working in the line of the 
milk-ducts and reducing friction with an emollient. Ten minutes 
of this usually gives decided relief; but if it fails or causes pain 
and soreness it should be discontinued. After the massage, ap- 
ply a firm binder, and outside of this, continuously, either ice or 
dry heat, whichever is best borne by the patient, leaving the 
breast otherwise undisturbed for one or two hours. Then re- 
peat this process, in addition drawing a certain amount of milk, 
if necessary. In many cases, however, the massage, properly ap- 
plied, will draw off sufficient milk to render other means super- 
fluous. If the patient improves, even slightly, under this treat- 
ment, continue it day and night, gradually lengthening the 
periods of absention from massage until the congestion has en- 
tirely disappeared. If, on the other hand, the pain becomes 
more severe, and is heightened by movements of the arm on the 
affected side, if the part is more tender, and the temperature re- 
mains elevated with recurrent chills, a lessened flow of milk and 
edema of the skin, search for pus. The superficial abscess is 
easily opened. The deep is best reacht by Dawbarn’s method, 
which consists in making a half-inch incision thru the skin and 
superficial structures, then searching carefully with a grooved 
director until the pus focus is found. The incision is then 
stretcht with dressing forceps until it will admit the finger, which 
is used to explore the gland, break down pus pockets, and, if 
necessary, to make secondary openings. Press out the pus, wash 
out with an antiseptic solution and pack with sterile gauze. 


Broad Ligament Cyst Complicating Pregnancy. 


A case of broad ligament cyst complicating pregnancy but 
not interfering with delivery is reported to American Medicine 
by Dr. L. J. Hammond, of Philadelphia, operation being made 
five weeks after confinement. The patient was 22 years old, 
weighed only 97 pounds, and was in labor at full term when, first 
examined. As soon as the cervix was dilated, she was placed 
under ether and delivered by forceps of a perfectly healthy fe- 
male child at full term. The uterus promptly retractcd and re- 
mained so. There were no untoward symptoms following labor 
for about forty-eight hours, when the doctor was hastily sum- 
moned and found the pulse 140, and great pallor and markt 
blanching of the conjunctiva and lips. The uterus was still firm- 
ly contracted, there had been no postpartum hemorrhage, and 
the cyst was apparently not ruptured. After application of the 
usual restoratives, both hypodermically and locally, she began to 
rally, and continued to a perfectly normal convalescence. Just 
what was the cause of this sudden shock was not apparent to Dr. 
Hammond at the time, nor has it been since. (A possible ex- 
planation for it, however, may have been a rupture of a small 
cyst, or a separation of the cyst wall from either adhesions to 
the intestines, or to the parietal peritoneum.) There was no in- 
fection whatever. Temperature at no time during the entire 
lying-in period was above 99°. Five weeks after delivery he 
opened the abdominal cavity and removed a broad ligament cyst 
(paroophoretic). There were considerable adhesions extending 
thruout and along the parietal peritoneum as high as a level with 
the umbilicus. It is possible that the presence of these adhesions 
may offer an explanation as to the cause of the profound sys- 
temic shock forty-eight hours after delivery. 


Abdominal Sections During Pregnancy. 

In a recent article based upon a respectable number of per- 
sonal cases, as well as study of the work of others, Thring con- 
cludes that all cases of acute infective diseases during pregnancy, 
involving either the appendix, the tubes, the gail-bladder or the 
bile-ducts, should be treated as if the pregnancy did not exist. 
In this way we act in the best interest of the patient and the 
unborn child. 


Catarrhal Enter:tis in Women, Simulating Pelvic Disease. 


Gillmore (Hahnemannian Monthly) reports fifteen cases, 
some of which had previously submitted to diverse and startling 
treatment. Several had been diagnosed by neurologists as hope- 
less neurasthenics. The condition is insidious in its onset, and 
not often the sequence of a serious disease. The patient is usual- 


ly frail, anemic, has pincht features, is melancholy and cries 
easily; has bearing-down sensations and soreness of the abdo- 
men, backache, nausea, colic and pains in the pelvis; is easily 
exhausted; emaciated, with good appetite; is excessively nervous 
and has frequent desire for sleep; says that she has no trouble 
with her digestive tract, and her bowels are regular; while, in 
fact, there is constipation and diarrhea alternating, and the stools 
contain mucus in shreds, often abundant, with masses of undi- 
gested food, a condition denied or not observed by some patients, 
and only to be recognized by inspection of the dejecta. The treat- 
ment, successful if patiently applied, consisted in regulation of 
the diet, enemata of salt water followed by flushing the colon 
with water containing hydrastis in small quantities, and the use 
of a pill containing ipecac, kreosote, naphthol and hydrastis. 


Surgery of Urinary Tuberculosis in Women. 


Dr. Guy L. Hunner, of Baltimore, reports 35 cases occurring 
in the service of Dr. Howard A. Ke:ly and his associates at Johns 
Hopkins Hospital. These patients were all women with an aver- 
age age at the onset of symptoms of 28 years. The disease was 
unilateral in 31 of the cases, and it was probably primary in the 
kidney, as regards the urinary system, in 30 cr more of the cases; 
31 cases had bladder symptoms at some time in the course of the 
disease, altho only 18 cases had bladder lesions at the time of 
operation; 11 of these 18 cases still had some bladder symptoms, 
and 5 were known to have bladder lesions, altho 9 of the 11 had 
had systematic bladder treatment. Tuberculosis of the bladder 
does not heal with the ordinary methods of treatment, and if the 
disease persists a year and does not occupy mare than half of the 
bladder, it should be excised. Of 22 ureters examined micro- 
scopically, 17 showed tuberculosis, while 5 were chronically in- 
flamed. If a tuberculous ureter remained either in part or in 
toto, the wound usually remained open at least two years, while 
the removal of the ureter with the kidney resulted in rapid 
closure of the wounds. Five cases died, three after six and 
eleven weeks, and two years, respectively, from involvement of 
the other kidney, and two, in fifteen and six days, because of 
the operation. Sixty-six per cent of the patients were enjoying 
fairly good or excellent health. 


Extra-Uterine Pregnancy. 


The importance of early operation in ectopic pregnancy is 
pointed out by Herman, in Journal of American Medical Associa- 
tion. He thinks that even the inexperienced in surgery who is 
posted as to antiseptic methods, should not hesitate to operate 
in emergencies, and especially in the case of great intraperitoneal 
bleeding. In the case of tubal mole, absorption usually takes 


place, but the danger of removing one is far less than that of 


leaving it. As regards the operation, he prefers the vaginal 
method as avoiding shock and exposure of the intestines, if the 
mass can be reacht from below. If the case has passt to the 
second half of the pregnancy the danger diminishes. From the 
end of the first half of the ectopic pregnancy until the beginning 
of suppuration, the patient is in practically no danger. When 
spurious labor takes place, the placenta usually becomes throm- 
bosed and the danger of operation is lessened, but one can not 
tell how soon this may occur. When suppuration is begun, how- 
ever, as indicated by the presence of fever, there should be no 
delay. The results of operation under such conditions ought to 
be as good as under those of abdominal operations generally. In 
case the child develops in the broad ligament, it may be best to 
open the sac by a vaginal incision, thus avoiding infection of the 
peritoneum; the placenta need not be removed. Herman does 
not, however, advise the vaginal operation unless it is certain 
that the tissues between the vaginal canal and the fetus are 


thin and that one end of the fetal ovoid points downward; still 


less if there is doubt as to the diagnosis. 


Gonorrhea in Women. 

Dr. Palmer Findley, of Rush Medical College, in Cincinnati 
Lancet-Clinic, reviews our present knowledge of this disease, 
calling especial attention to its latency in certain instances, and 
describes the condition as it occurs in the female. He believes 
in the use of simple cleanliness in the acute stages, later using 
antiseptic solutions to the urethra, such as 10 per cent protargol 
solutions daily, curetting the uterus and applying pure formalin 
on a swab. If pus accumulates in the appendages, it should be 
removed, tho much may be done to facilitate absorption by con- 
servative methods. He believes the abdomen should never be 
opened during the acute stage; if the pain and toxic absorption 
demand interference, the abscess must be drained thru the va- 
gina or not at all. 
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NOTES AND ITEMS. 


MISSOURI UNIVERSITY SCHOOL OF MEDICINE. 


The annual announcement of the Medical department of the 
University of Missouri is at hand. A careful perusal of its con- 
tents shows that the department is now well equipt for instruc- 
tion in medical science. A hospital with a capacity of fifty beds 
open to the sick of Missouri, a clinical amphitheatre with a seat- 
ing capacity of one hundred, and a large medical laboratory are 
among the prominent new features of the school. About twenty- 
five men, supported by salaries, who devote themselves to teach- 
ing, writing and research, are in charge of the laboratories. The 
course of study is now four years, thirty-six months in length. 
Clinical and laboratory work are strongly emphasized. By a 
proper arrangement of courses a student may receive both an 
Academic and a Medical degree in six years. 


EMINENTLY SUCCESSFUL. 

Dr. J. L. Waffenschmidt, of Cincinnati, Ohio, who graduated 
from Miami Medical College in 1872, writing, says: “My ex- 
perience with Sanmetto has been pre-eminently satisfactory in 
all cases of iritable conditions of the urinary organs, and I pre- 
scribe it with a feeling of certainty of good results in catarrhal 
conditions of the pelvic organs and atonic conditions of the 
sexual glands. In cystitis, spermatorrhea, enuresis and loss of 
sexual power it is par excellence.” 


DON’T WORRY. 


When you fret and fume at the petty ills of life, remember 
that the wheels which go round without creaking last the longest. 


STOPS COUGH. 


It is remarkable how quickly Calicolo will stop the cough in 
consumptives, and what a general change for the better it pro- 
duces in these most troublesome cases. It evidently contains 
creosote of the very best quality, but it is not alone that 
gives the great benefit, as creosote has been employed in these 
cases for years without any such immediate results. We must 
give this production a preference as it is produced and handled 
by people in San Diego, California, Swhere the opportunity is 
given of learning a great deal about the treatment of such cases. 
The Positive Treatment Co. have a most valuable remedy in 
their Calicolo, and the literature on same is apparently perfect. 
I would advise every physician to give it a trial—Medical Sum- 
mary. 


INDIANS PRAY FOR RAIN. 


The less civilized a people, the more material are the wants 
which they implore their deities to supply. Rain, rain, rain on 
the parcht fields of Mokiland in the far-off Painted Desert of 
the Colorado in Arizona, is, at this time of the year, the sup- 
plication that is wafted heavenwards by the Moki and Zuni priest 
descendants of the ancient, now totally extinct Cliff Dwellers. 
The Snake Dance, really the Rain Dance, of the miracle-working 
Zuni priests and medicine men has become famous thruout the 
Mesa-Land of the Unknown West. This Snake Dance, in all its 
native wizardy is being repeated several times daily, Sundays 
alone excepted, at the Cliff Dwellers concession, at the World’s 
Only Greatest Fair, in St. Louis. Twenty lithe-limbed medicine 
men, twenty forbiddingly caparisoned priests, an entire Indian 
orchestra of tom-tom beaters and a full choir of Zuni incantation 
chanters. No such scenic, vocal or instrumental investiture, 


strictly native and aboriginal, has ever before been seen at any 
Worid’s Fair or public exhibition of any kind. The Cliff Dwellers 
concession was the first organization at St. Louis to grasp the 
possibilities of the theatrical as well as the educational side of 
such a display and their Theatre Moki in the midst of their 
handsome and complete exhibit is daily and nightly thronged by 
thousands of interested and diverted spectators, including all 
sorts and conditions of men. The strange part of the attendance 
is found in the presence at all times of Indians from the United 
States government and other exhibits, drawn thither by the fame 
and wonderful Shungopavi, chief of the Moki medicine men, but 
greater than that a necromancer, miracle worker and sleight-of- 
hand performer absolutely the best among the North American 
Indians yet brought within the confines of civilization. The or- 
dinary mountebank stands abasht at the skill and dexterity of 
this son of the Mesa whose keen eyes have a fascination all their 
own. All the passes, palmings and other exhibitions of wiz- 
ardry of which the theaters and the books are full are known 
to this strange man, who invents as he goes along the neatest 
little tricks in mystification and duplicates instantly all those 
which the spectators, having seen them elsewhere, ask him to 
repeat. He does all this amid strictly Zuni environment and 
without the slightest use of apparatus, covered tables, assistants 
or paraphernalia of any kind. But the Cliff Dwellers exhibit has 
other great features. It is first and foremost an ethnological 
exhibit. It reveals in all its parts the intention of its projectors 
to afford World’s Fair visitors the fullest opportunity to study 
the manners, customs and tribal relations of the earth’s strangest 
people in what is today the United States. These Zunis, Mokis 
and Pueblos, direct descendants of the famous, now extinct Cliff 
Dwellers of the Unknown West, have since time immemorial 
been a peaceful people. Slaughter of or by the whites is not in 
their records. They have lived an isolated existence, cultivating 
the arts of peace rather than war, and they are today the best 
exponents of the fine old adage, “Peace hath her victories no 
less renowned than war.” Their ways are gentle and the ele- 
ments so mixt in them that Nature might rise up and say to all 
the world: These are men. Naturally with a people tho ab- 
original so constituted, the care of women and children is of first 
importance. It is amusing to watch the Zuni children, only yes- 
terday on the Mesa and today in the metropolis of the Mississip- 
pi Valley, disport themselves with all the ease and unconcern of 
their native state. The mothers have infinite patience with their - 
little ones, the youngsters are strong, supple, agile and sweet- 
bch Fear is not in them. They trust their elders and are 
appy. 


FRACTURES. 


The treatment of fractures is a matter that the surgeon ever 
has to deal with, and in this connection it may be of interest to 
many of our readers to know what Dr. C. A. Hayes, a railroad 
surgeon and chief surgeon of the St. Joseph’s Hospital, Chip- 
pewa Falls, Wis., writes of the Ambulatory Pneumatic Splint. 

He says: “The Ambulatory Pneumatic Splint is all that is 
claimed for it and for fractures of the hip, thigh or leg, I believe 
that it is the best ever devised. For all fractures in which the 
patient does not do well in bed, this splint is excellent as he can 
move about in comfort and with no bad results. I have used 
mine many times thus far for fractured thighs and compound 
comminuted fractures of the leg and in all, results were better 
and the patients did better than by any other methods previously 
employed.” 

Dr. Ochsner says: “That his patients with fractures of the 
lower limbs are very much pleased and get along much more 
comfortably and give better results with the Ambulatory Pneu- 
matic Splint than they could any other way.” 


Dr. JOHN PUNTON BUILDS. 

Dr. John Punton, superintendent of the Punton Sanitarium, 
or Home for Nervous Invalids, at Kansas City, Mo., is adding a 
large addition to the Sanitarium building in response to an in- 
creast demand for accommodations by patients. There is also 
being built a large extension to the verandas, which will be used 
by the guests for places of recreation. The management of the 
Sanitarium appreciates the support received from the medical 
profession and has great confidence in the continued success of 
the institution. 


TOUGH LUCK. 
“Doctor,” said a patient, feebly,“on fever days my head’s so 
hot I can’t think, and on ague days I shake so I can’t hold an 
opinion.”—Youth’s Companion. 
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- CURE OF HAY FEVER. 


For years the malady known as hay fever has been the theme 
of many an able discussion. Its etiology, pathology, prophylaxis 
and treatment often have been the subject of study and experi- 
ment by physicians, and also by intelligent laymen. The disease 
has been described as a catarrhal affection of the conjunctivae 
and the mucous membrane of the respiratory tract, characterized 
by annual recurrence at about the same date in a given case. 
Another view is that the disease is a neurosis, and that the local 
symptoms (rhinorrhea, sensory disturbances, etc.), are due to 
vasomotor paralysis. 

The most conspicuous symptoms of hay fever are a burning 
and itching sensation in the nasal region and between the eyes; 
violent paroxysms of sneezing; a copious discharge of serum and 
liquid mucus from the nasal passages; profuse lacrimation; now 
and then febrile manifestations; frontal headache and in not a 
few cases, some asthma. 

The diagnosis having been establisht the subject of preven- 
tion and treatment is of the utmost importance. It would be ut- 
terly useless and wearisome to attempt to review the list of 
remedies and the methods of treatment that have been proposed 
for this disorder. The interest of physicians and patients will 
best be served by a recital of facts respecting the most successful 
mode of treatment known at this time. 

A glance at the list of symptoms and a brief consideration 
of the pathology of hay fever lead to the immediate conclusion 
that the chief indications are to check the discharge, allay the 
irritation that gives rise to the paroxysms of sneezing, reduce the 
turgescence of the nasal mucosa and relieve the stenosis. The 
only single remedy that meets these indications is Adrenalin as 
represented in solution Adrenalin inhalent. By stimulating the 
vasomotor supply it contracts the arterioles, and thus promptly 
and efficiently relieves all the annoying symptoms referable to 
vasomotor paralysis. By its powerful astringent action upon the 
mucous membrane, which it blanches completely in a few mo- 
ments, it controls symptoms referable to a catarrhal inflamma- 
tion of that structure. Indeed the results that have been accom- 
plisht with Adrenalin chloride and Adrenalin inhalant, have pre- 
pared a very complete treatise on the topic, which contains more 
information than is to be found in the average text-book. They 
will cheerfully mail a copy of the booklet to any physician apply- 
ing for it. 


NEUROTIC CONDITIONS IN WOMEN. 

Prof. Charles J. Vaughan, chair of gynecology, Atlanta Col- 
lege of Physicians and Surgeons, writes: ‘Neuralgia constitutes 
the great cause of danger from the employment of hypnotics and 
narcotics, which only afford relief by numbing, but effect no cure. 
On the other hand, the formation of a drug habit rather aggra- 
vates the condition from which relief was originally sought. Neu- 
rasthenia, neuralgia and other manifestations, either of an active 
or passive character, are common and are always peculiarly re- 
bellious to treatment. Cerebro-nervous affections peculiar to 
women associated with pathological disturbances of the reproduc- 
tive organs are legion, and most trying to physician and patient. 
I have found nothing so well suited to these cases as Antikamnia 
tablets administered in doses of from one to three tablets and 
repeated every one, two or three hours, according to the attend- 
ant’s judgment. These tablets afford complete relief without fos- 
tering a drug habit and their exhibition is attended with no 
unpleasant after-effects. For the relief of painful menstruation 
there is no combination of remedies so generally successful as 
Antikamnia & Codeine tablets. Their sedative, analgesic and 
anodyne properties especially commend them in the neuralgic and 
congestive ferms of this distressing affection.” 


HIGH VALUES CONFIRMED ON IMPERIAL CORONA’S 
PROPERTIES. 


The News has wacht with great interest the growing of 
the Imperial Corona Gold Mining Co., particularly since the pre- 
maturely publisht reports of their ore assaying $8,000 per ton 
has created some discussion among mining men in Idaho. The 
joint mining engineer’s report received at their office, 68 Wall 
street, not only confirms all their claims, but makes their prop- 
erty appear even richer than stated in the prospectus. The re- 
port is written by Dr. Strong and signed jointly by M. P. Murphy, 
M. E., and L. M. Murray, M. E. It says among others that the 
cause of discussion was “probably no such values have yet been 
found on any of their properties as are now admitted to exist on 
your claims,” and “it may be due that your Atlas and Consolation 


conceded to be the richest in all Idaho.” Further on the report 
says that the mining engineers ‘would not be surprised if it was 
found afterwards that the ore contained as high as $200 to the 
ton in free gold by actual mill runs.” Since there is an abund- 
ance of high grade rock the prospects of this company are very 
bright. The report also states that conservatively estimated, 
every dollar put in development will bring $40. The stock is not 
being advertised, and the fiscal agents, Kullman & Co., are sell- 
ing it to their book customers almost exclusively, but Secretary 
Abraham Strauss, at the company’s office in 68 Wall street, has 
agreed to the News’ representative to send a copy of the report 
to any of our readers who may ask for it—From the American 
Mining News. 


FOR INFECTION WOUNDS. 


Bruises, sprains and abrasions consequent upon tennis, golf, 
mountain climbing and other out-door sports are prevalent at this 
season. Infected wounds are frequent and disabling. Country 
life also brings the results of contact with poison ivy, poison oak 
and the various venomous insects with their characteristic 
weapons of offense. In all these cases the physician’s first 
thought should be Antiphlogistine. It reduces inflammation of 
ail sorts better and more quickly than any other application, while 
for poisoned wounds and dermatitis venenata it is almost a 
specific. 


AN IMPORTANT DECISION. 


At a special term, Part II., of the Supreme Court of the state 
of New York, held at the courthouse in the county of New York, 
on May 6, 1904. : 

Present: Hon. Henry Bischoff, Justice. 

The M. J. Breitenbach Co. vs. Siegel-Cooper Co. and Thos. 
H. McInnerney. 

This action having been begun by the service of the summons 
and complaint on each of the defendants on December 22, 1903, 
and the defendants having duly appeared on January 8, 1904, by 
Rose & Putzel, Esqs., their attorneys, and it appearing that no 
answer or other pleading has been interposed on behalf of said 
defendants, and that they are in default in pleading, and due 
notice of application for final judgment having been given to said 
defendants, and on reading and filing the summons and complaint 
and the notice of appearance for said defendants, and the affidavi™ 
of Harry Eckhard, verified April 20, 1904, and the copies of af- 
fidavits of Max J. Breitenbach and Edward G. Wells, verified De- 
cember 17, Henry P. Loomis, Charles O. Weisz, Mortimer Bart- 
lett and Frank P. Ufford, verified December 22, all 1903, and after 
hearing proof on behalf of the plaintiff in support of the allega- 
tions of the complaint, and it appearing that the plaintiff’s rights 
in the name “Pepto-Mangan” have been infringed by the defend- 
ants, Now on motion of Philip Carpenter, attorney for the plain- 
tiff, it is 

Ordered, Adjudged and Decreed as follows: 


is the owner of the sole and exclusive right to the use of the 
words “Pepto-Mangan” as a trade mark and trade name, as ap- 
plied to medical preparations thruout the United States and 
Canada, and has the same exclusive right in the same countries, 
of putting up and selling the preparation known as Gude’s “Pepto- 
Mangan,” according to the secret process and formula discovered 
by Dr. A. Gude, of Leipsic. 

Second: That the said defendants, the Siegel-Cooper Com- 
pany and Thomas H. MclInnerney, their agents, servants, em- 
ployees and attorneys, be and they hereby are forever enjoined 
and restrained from making use of the words “Pepto-Manganate” 
in any manner whatsoever, either alone or in combination with 
other words, or from using the words “Pepto-Mangan,” or any 
word c° vords similar to the words “Pepto-Mangan” in sound or 
appearance, in connection with the advertisement or sale or 
otherwise, of any medical or other preparation—excepting only 
that of the plaintiff. 

Third: That the said defendants the Siegel-Cooper Com- 
pany and Thomas H. MclInnerney forthwith deliver to the plain- 
tiff, or its attorney, to be destroyed, all bottles, packages, wrap- 
pers, circulars or other things in their possession or under their 
control, or that of either of them, bearing the words “Pepto-Man- 
ganate,” or any similar words. 

Fourth: That the said plaintiff, the M. J. Breitenbach Com- 
pany recover of the said defendants the Siegel-Cooper Company 
and Thomas H. McInnerney the damages, to be assessed by the 
court, resulting from the use by said defendants of the name 
“Pepto-Manganate,” which is hereby adjudged to be a violation 


Groups are situated in the very heart of the Elk City District, 


of the plaintiff’s rights in the name “Pepto-Mangan.” 


First: That the plaintiff, The M. J. Breitenbach Company, . 
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Fifth: That the plaintiff recover of the said defendants the 
costs of this action. Enter, Henry Bischoff, Justice of the Su- 
preme Court of the State of New York. 

Thomas L. Hamilton, Clerk. No. 136. State of New York, 
County of New York, ss: 

I, Thomas L. Hamilton, Clerk of the said County and Clerk 
of the Supreme Court of said State for said County, do certify, 
that I have compared the preceding with the original decree on 
file in my office, and that the same is a correct transcript there- 
from, and of the whole of such original. 

Indorsed and filed, May 6, 1904. 

In witness whereof, I have hereunto subscribed my name and 
affixt my Official seal, this 6th day of May, 1904. 

THOS. L. HAMILTON, Clerk. 


CLASSICAL MUSIC. 
Tommy—Say, Jimmie, what is classical music? 
Jimmie—It’s the kind you can’t understand unless you wear 
long hair.—Tit-Bits. 


TUBERCULOUS CHILDREN. 

In a recent paper, Dr. Georges Petit, of Paris, reports a num- 
ber of interesting cases in which he used Pautauberge’s solution, 
with most happy effects, in delicate children, who were predis- 
posed to tuberculosis. In concluding, he says: Pautauberge’s so- 
lution is perfectly tolerated by tuberculous children or children 
predisposed to tuberculosis, even when their digestion is very fee- 

_ ble; it is free from the inconvenient results which have hitherto 
accompanied the administration of creosote to children. This so- 
lution stimulates and regulates the digestive functions by increas- 
ing the appetite, by restoring the acidity of the stomach (thru its 
percentage of hydrochloro-phosphate of lime) and by exerting an 
antiseptic action thruout the alimentary canal; thereby suppress- 

‘ing the chronic fetid diarrhea. Pautauberge’s solution consti- 
tutes a powerful modifying factor in the nutrition of the patient, 
and consequently in the battle against the tuberculous process it- 
self; its use is indicated in children menaced by tuberculosis, 
anemia and tendency to bronchitis, and in cases of establisht 
tuberculosis. This solution is put up in soft gelatine capsules. 
Each capsule contains 1 minim of creosote, 2% grains of phos- 
phate of lime and ¥% grain of iodoform. 


ENTEROCOLITIS AND CHOLERA INFANTUM. 

Cleanse the intestinal tract with calomel and a saline or 
with castor oil. Prescribe a suitable diet, easily digested and 
non-irritating. Irrigate the rectum and colon at suitable inter- 
vals with normal salt solution or some mild antiseptic, using for 
the purpose a soft rubber catheter or colon tube. 

Instead of opiates, which lock up the secretions and thereby 
favor auto-intoxication, relieve the muscular rigidity and the ex- 
cruciating pain which is such a drain upon the vital forces, by 
the use of Antiphlogistine as hot as can be borne to the entire 
abdominal wall and covered with absorbent cotton and a com- 
press. If the patient is not too far gone, the effect will be aston- 
ishing. The little sufferer, who until now has been tossing in 
agony and restlessness, with drawn features, will in most cases 
quickly become quiet; the drawn look will leave the face and a 
restful slumber will often supervene and start him upon the road 
to recovery. 

The explanation of this, in part, is not far to seek. The heat 
and moisture combined with Antiphlogistine’s well known hygro- 
scopic properties, directly soothe the inflamed parts, reflexly con- 
tracting the visceral blood-vessels and relieving their engorge- 
ment. The tension of the muscular and nervous systems is fur- 
ther relieved by the action of Antiphlogistine thru the solar 
plexus, thus adding to and emphasizing its local effects upon the 
inflamed intestines. 


SEVERE NERVE TENSION. 


Dr. Alley of Atlanta tells of a case of nervousness which he 
treated most satisfactorily with Daniel’s concentrated tincture 
passiflora incarnata: “I was called in to see a young man whose 
nerves had been wrought to a severe tension and whose general 
condition was deplorable, brought on by dissipation, the use of in- 
toxicants and late hours. After making a thoro examination of 
the patient, I determined to put him on Daniel’s Passiflora— 
four teaspoonfuls daily. The medicine produced the desired ef- 
fect. He came quickly under its influence and within a few days 
the nervousness and irritability passt off, leaving him quiet, rest- 
ful and able to sleep comfortably at night. No better results 
could be desired.” 


“JUNE POETRY.” 


The following was returned (with cash) in response to our 
enquiry: ‘Do you not think the month of June the best one in 
which to pay for the Journal?” 

’Tis indeed no whit too soon 

In this leafy month of June 

For thy noble print to pay. 

May it flourish long a day— 

Even at the crack of doom 

Be there for it ample room— 
Something yet to note, to say, 
Thus and so would I alway. 

F. K. MURPHY, M. D. 


GLYCO-THYMOLINE AS AN ACTIVE DEPLETANT IN PELVIC 
CONGESTIONS. 

The presence of congestion or inflammation, whether acute 

or chronic, involving the female pelvic cavity forms grounds for 

anxiety. Fortunately, we have past the age where operative 


‘| conclusions are hastily made. A superficial study of the vascu- 


ler supply of the female pelvic organs with its vesico-vaginal and 
vesico-uterine plexus forming a complete network of anastomo- 
sis, is sufficient to show that local applications of depleting agents 
to the vaginal and rectal canals form both practical and theore- 
tical ideals in treatment, which by purgative action reduces the 
stasis of engorged cellular tissue and lowers vascular tension, 
thus aiding nature in restoring normal glandular action. Glyco- 
Thymoline in contact with mucous membranes everywhere pro- 
duces the following physiological activities in direct proportion 
to the vascularity of the structure. It stimulates the secreting 
cavity of glandular structures of all mucous surfaces, so that 
larger quantities of watery fluids are exuded. On the law of 
exosmosis, which determines the passage of fluids thru ani- 
mal membranes from a rare to a more dense saline medium, this 
solution thru its stimulating and hygroscopic property brings 
about a rapid depletion, drawing outwardly thru the tissues the 
products of inflammation and materially reduces the danger of 
septic infection. The following clinical cases bear with interest 
on the subject: Charles Le Cates, M. D., Philadelphia, Pa., re- 
ports: Mrs. A. consulted me in reference to her condition; made 
a thoro examination and found uterus much enlarged, very turgid, 
degeneration of the endometrium, discharge rather profuse. 
Treatment—Hot vaginal douche, 10 per cent Glyco-Thymoline. 
I then irrigated the uterus with pure Glyco-Thymoline. This 
treatment was given twice and three times a week; improvement 
was rapid, congestion removed and patient discharged in six 
weeks. I see the patient frequently and there has been no 
recurrence of former trouble. I 

J. W. Idpscroab, M. D., Chicago, Ill., reports: Mrs. C. gave 
history of suffering several days with agonizing pains in pelvic 
region. Upon examination I found the vagina and uterus to be 
very tender, the slightest jar causing pain. My diagnosis was 
cellulitis, with cervical endometritis. There was foul, blood- 
stained, muco-purulent discharge. Patient was emaciated, tongue 
thickly coated, breath foul, bowels constipated and considerable 
fever. Having Glyco-Thymoline in my case, I made up a solu- 
tion of one ounce to the pint of hot water, which was used as an 
intrauterine irrigation, thoroly flushing out the cavity and va- 
gina. Relief was at once apparent. Tampons saturated with 
pure Glyco-Thymoline were then introduced. Daily vaginal 
douches of Glyco-Thymoline, one ounce to pint, were ordered, 
which with the usual constitutional treatment, brought about a 
rapid recovery. 

Charles W. Gowers, M. D., St. Louis, Mo., reports: Mrs. H. 
diagnosed as endometritis, resulting from retained placenta. This 
was undoubtedly the worst case I ever saw or wish to see. The 
discharge and odor emanating from the uterus were simply inde- 
scribable. I doucht with sterile hot water and Glyco-Thymoline, 
two parts water to one part of the antiseptic. The result was 
certainly most pleasing and effective, rapidly reducing the inflam- 
mation, destroying the odor and making the parts fresh and clean 
I have nothing but praise for your preparation. ‘ 


THE TREATMENT OF SUMMER DIARRHEA. 


In the treatment of any form of diarrhea an accurate diag- 
nosis must first be made. For convenience it is customary to 
classify diarrheas somewhat after this fashion: 1, Diarrhea of 
relaxation, or serious diarrhea, due to disordered innervation; 
2, Crapulous or lienteric diarrhea, due to imperfect digestion; 
3, Catarrhal diarrhea, acute or chronic; and 4, Ulcerative 
diarrhea, due to intestinal ulceration. 

This classification is by no means perfect, as is shown by the 
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multiplicity of terms applied to the various pathologic states 
characterized by diarrhea. Thus we have the terms acute in- 
flammatory diarrhea, acute summer diarrhea, choleraic diarrhea, 
dysenteric diarrhea, nervous diarrhea, tuberculous diarrhea, etc. 
In each case the diagnosis is determined by the actual condition 
prevailing, of which the intestinal laxity is usually but a prom- 
inent symptom. 

The question of treatment is one of the utmost importance. 
Without entering into a discussion of what soon proves to be a 
very broad subject, it may be worth our while to consider briefly 
the status of the antiseptic method of treating intestinal dis- 
orders, especially those caused by pathologic organisms and of 
which diarrhea is the chief symptom. Apart from well directed 
efforts to clear the intestine of bacteria, reduce the temperature, 
sustain the vitality of the patient, regulate the diet, secure 
proper hygienic conditions, rest, and good care, the selection of 
the proper antiseptic agent demands the exercise of the phys- 
ician’s best judgment. 

Whether or not it be possible to attain intestinal asepsis is, 
of course, a debatable question, but it is a well establisht clin- 
ical fact that intestinal antiseptics do good and modfiy the course 
of enteric diseases of bacterial origin, notably typhoid fever, 
dysentery and summer diarrhea. However, there is a difference 
in the degree of efficiency of the various antiseptics, the utility 
of many being limited by the risk of untoward action from ex- 
cessive dosage. In those cases of ileo-colitis caused by the 
bacillus of Shiga many of the serious symptoms are due to a 
mixt infection, to combat which prompt and vigorous measures 
are required. 

The experiments of Novy and Freer (Contributions to Med- 
ical Research, p. 114) with benzoyl-acetyl-peroxide (Acetozone) 
showed that this substance is extremely germicidal to the or- 
ganisms found in the alimentary canal. Its administration to 
rabbits resulted in the “practical sterilization of the contents of 
the stomach.” In several experiments with these animals “the 
intestinal tract apart from the cecal pouch, was found to be 
sterile.” Neither bouillon tubes nor agar showed growths, tho 
the controls gave abundant cultures. Other experiments showed 
that enzymas and toxins are also destroyed or rendered inert by 
Acetozone. Further study demonstrated not only the remark- 
able germicidal power of Acetozone, but also the fact that its 
aqueous solutions may be given internally, and even injected 
intravenously, without harm. From these data we infer that 
this substance ranks among the most powerful germicidal agents, 
while it exerts no harmful effect upon the human organism, and 
may, therefore, be employed as a therapeutic agent in the treat- 
ment of summer diarrhea and other infectious enteric diseases 
with the best effect. There seems to be abundant evidence to 
warrant the suggestion that Acetozone solution should prove 
most valuable in colonic flushing, as it is entirely free from the 
danger that attends the use of large quantities of even weak 
solution of mercuric chloride, and for that reason may be used 
fearlessly. 


AKOUN’S MYSTERIOUS ASIA. 


While the various concessionaries at previous Expositions 
have endeavored to reproduce, as a midway attraction, the won- 
derful mysteries of the Oriental, Eastern countries, it has re- 
mained for that typical ethnological artist, Mr. Gaston Akoun, to 
bring before the visitors at the Louisiana Purchase Exposition 
an aggregation of the magnificent splendors of Oriental life in 
the East, which for brilliancy, magnitude and active natural por- 
trayal by means of real life exhibits has, undoubtedly, eclipst 
anything in this line ever before attempted. 

Mr. Akoun, who is a Parisian by birth, has the advantage of 
former experiences at no less than twelve previous Expositions, 
where his marvelous successes were continuously repeated, and 
as a successful caterer to an amusement loving public his fame 
spread far and wide. 

The general plan embraces a most interesting representation 
of Asiatic countries, including faithful reproductions of the most 
historic and educational buildings of India, the Mahal Temple 
of Agra, the Rain Sipri of Almiadabad, street reproductions from 
historical Delhi, Calcutta with its picturesque bungalows, and 
decorated buildings, grill workers, with their actual material, 
such as mosaic and ceramic panels, carved in inlaid wood. 
Bazaars teeming with commercial activity, with native vendors 
in the picturesque costume of their native country, form a part 
of the attractions. Ceylon, with its attractive tea houses and 
kiosks, inside of which the visitors witness the process of drying 
and rolling tea, which is served by native Singalese in purely 
Oriental fashion; Burmah, the land of white elephants, its idol- 
atrous inhabitants and the Golden Temple of Rangoon; Burmese 


musicians playing upon their peculiar native instruments and 
Burmese dancing girls doing their fantastical and religious 
dances. A point of interest is Persia, the mysterious country 
of Asia, with its rug markets, architectural buildings, caravans, 
sedan chairs, dromedaries, etc. In the bazaars are seen types of 
Persian traders showing the art of weaving rugs. There are 
brass chiselers, candy makers, fortune tellers and fakirs display- 
ing and selling their wares, consisting of silks, draperies, laces, 
ornaments, embroideries; jewelry and other articles seen in 
course of manufacture by natives. 

In connection with this special amusement feature is a beau- 
tiful and conspicuous building erected in the original Oriental 
style of architecture known as the Oriental Theater, where per- 
formers from the Oriental countries appear in numerous and 
amusing features, Nautch, Jar, Castanette and all characteristic, 
national dances are given in the Oriental style of their respective 
countries. Grand parades representing the Rajah and the gor- 
geous Durban festival take place hourly. On a gorgeously 
caparisoned elephant, driven by Hindoos, holding heavy silver 
spears and attended by native musicians beating tom toms and 
playing upon flutes and other native instruments, the Rajah is 
seated in a golden embroidered hoodah. Elephants carry kiosks 
loaded with passengers, these are followed by a multitude of 
singing and shouting natives, riding in every description of con- 
veyance typical of their native countries. The entire production 
cost over $200,000. 

For the past two years Mr. Akoun has had abroad special 
representatives in search of new attractions, and at. considerable 
risk and expense, obtained the consent of the various tribal kings 
and rulers to allow their subjects to leave their native country. 
In the entire reproduction, there are upwards of 750 people, in- 
cluding men, women and children. Continuous performances are 
given daily from 10 a. m. to 11 p. m. 


THE ALKALINE TREATMENT OF INTESTINAL DISEASE. 

C. W. Canan, M. D., Orkney Springs, Va. says: In my early 
practice I was a firm believer in the acid treatments, believing 
that if you could render the intestinal tract acid the germs could 
not live, hence cure the disease. Later I made quite a discovery 
and found that to render the alimentary canal aseptic with an 
alkaline medium would do the work and not pervert nature as the 
acid treatment always did. Hence I began looking for such a 
product and found your preparation, Glyco-Thymoline, to ex- 
actly fill the bill. Not only does it produce the desired results 
in the treatment of Tyhpoid Fever, but in Cholera Infantum and 
almost every affection of the prima viae. Treatment: Internal 
administration and colon flushing. 


HOT SIGHT. 
She—Is it really true that the blind can determine color by 
the sense of touch? : 
He—Sure! I once knew a blind man who was able to tell a 
red hot stod by merely putting his fiinger on it. 


A NEW HIGH FREQUENCY COIL. 

At a recent meeting of the Massachusetts Medical Society, 
a very unique coil was exhibited which attracted a great deal of 
attention. 

The coil itself mounted on a highly finisht cabinet, with 
all the working parts out of sight, and with simply the switches 
and terminals on the outside. The interrupter is novel, absolute- 
ly noiseless, and positive in operation, requiring no adjustment 
or attention even in a run of many hours. The frequency of the 
coil is very high, and the quantity of the current large. 


In applying the current, a crown breeze of large volume, | 


very similar to that from a large Static machine, may be given 
the patient, or the various metal or glass electrodes may be used. 
There is not the slightest danger of sparking the patient. By 
means of the sponge electrodes, a sort of faradic effect may be 
produced. Also, may be lighted to full brilliancy when brought 
in circuit with the patient. 

Fox X-Ray work, the machine is very satisfactory and ex- 
tremely easy on tubes, much resembling a Static machine. By a 
very simple contrivance, the bones may be shown dark or light 
at will, without change in tube or vacuum. 

A bulletin describing this apparatus is now in preparation, 
and Swett & Lewis Co., 18 Boylston street, Boston, Mass., will be 
glad to send it, on request, to any interested. 


NECESSARILY FATAL. 
“So you have lost your dear husband, sister? Of what did 
he die?” asked the pastor sympathetically. 
“Of—of tumult of the liver,” sobbed the bereaved one. 
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